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~ INTRAVENOUS: 500 mg., 250 mg., 100 mg. 


multiple vitamins? 
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Tissue thin and comfortable 
without sacrificing strength 


B. F. Goodrich surgeons’ gloves have 
all the features that mean satisfactory 
glove performance to you and the doc- 
tors and nurses on your staff. 
1. Sizes marked in color to save time 
in sorting. 
2. Colors won't wear off of fade. 
3. Withstand repeated sterilizations. 
4. Accurate sizing in full range to 
really fit the hands. 
5. Pure rubber latex in one strong 
layer. 
_6. Tissue thin even at the finger tips. 
7. Tapered fingers for better fit. 
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wrists are white or 


8. Full backs to conform to shape of 
hand. 

9. Long constricted wrists fit snugly 
over gowns. 

10. No weakening nage particles in 
rubber. 
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- 25-28; San Francisco (Civic Auditorium). 
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ROOMING-IN TECHNIQUE 

ee The bassinet is wheeled from the nursery to the 
a mother’s room. The entire unit is light in ‘weight 
and moves easily on rubber-tired swivel casters. 
Extra-long extension base slides under bed, 
brings basket and supplies within easy reach for 
mother to work on infant, 


7, FOR ROOMING-IN. 
TECHNIQUE 
or 
2. FOR CUBICLE 
ARRANGEMENT 
IN NURSERY 


REMOVABLE PLASTIC BASKET — Light 
weight. and sanitory. All corners and 
edges are rounded. Basket can be tilted 
ot either end. Has name-card holder, 


UTENSIL HOLDER is portable and can 
be attached to either side of stand 
within easy reach of mother or nurse. 
Metal containers hold cotton balls, oils, 
swabs, and other supplies. 


CUBICLE TECHNIQUE IN NURSERY 


Self-contained bassinet holds all necessary equip- 
ment for individual attention. Basket, utensil 
holder and shelf are conveniently accessible. 
Light weight and simplicity of design aid flexi- 
bility of arrangement. Unit takes up minimum 
} amount of space, gives nurse ample working area. 


@ Whether your institution employs rooming-in 
technique or cubicle nursery arrangement, this low- 
cost stainless steel bassinet serves either with utmost 
safety and facility. All necessary supplies are within 
convenient reach of nurse or mother. Simple in 
design, of sturdy, welded construction, the bassinet 
is easily cleaned and sterilized. There are no painted 
surfaces to chip or crack, no dirt-collecting joints or 
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SHIELDED SHELF holds linens, diapers, 
blankets, etc. Welded to stainless stee! 
tubuler uprights. Inside corners rounded 
to facilitate cleaning. 


EXTRA-LONG EXTENSION BASE — 
designed to slide under bed. Brings 
basket and accessories within easy 
reach for mother to work on infant. 


BOYLSTON Model STAINLESS STEEL BASSINET with Plastic Bo 


crevices. Here is a Blickman-Built unit priced to meet 
your budgetary requirements — yet so durable that it 
virtually eliminates maintenance or repair costs. 
Write for further information. 


SEND FOR OUR CATALOG I11-NEC 
@ Illustrates and describes many other units of 
Blickman-Built equipment for nursery and pediatric 
departments, as well as for milk formula rooms. 
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Gomco No. 789 
Portable Aspirator 


Your safest—and most economical—choice of aspirators 
is a make that has thoroughly proved itself. And the 
thousands of Gomco Aspirators in daily use are doing 
just that. 


For ae at Gomco know there's no short cut to quality. 
‘The Gomco pump, built with watchmaker’s precision — 
the Gomco Safety Overflow Valve that prevents overflow 
damage to the pump — the Gomco overlapping rubber 
bottle cap that can’t work loose — the attractive finish 
and rite gleaming plastic base — are all extra features 


GOMCO SURGICAL MANUFACTURING CORP. 
Buffalo 11, New York 


820-H East Ferry Street 


NOVEMBER 1954, VOL. 28 


ODUCTS YOU MUST DEPEND ON 


QUALITY 


IS YOUR BEST 


we include for this reason. We know users want aspira- 
tors that won't be spending time in repair shops — that 
will last indefinitely — that will be convenient and effi- 
cient and quiet in use. 


Don't be misled by price or looks. For aspirators you'll 
be glad you bought years from now, ask for GOMCO. 


Suction, Suction-Ether, 

and Suction-Pressure Pumps 
Thermotic Drainage Pumps 
Thoracic Pumps 

Aerosol Penicillin Pumps 
Dental Aspirators 
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saves time, Saves labor for surg 
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Now Me.mac® resin, high strength plaster of Paris and catalyst are com- 
bined in the new ready-to-use Metmac Banpace. Now, using fewer band- 
ages, your surgeons form stronger, lighter, thinner, water-and-urine-resistant 
casts and splints for fractures and preoperative, postoperative and corrective 
surgical procedures. Nothing new for your staff to learn. | 


LESS WATCHING, LESS waitiNG by hospital staff because casts of new Metmac BanpbAGE 
quickly give adequate immobilization and support while ordinary casts are still soft and 
soggy. Patients are moved easily and promptly. 


LESS RECASTING CARE by hospital personnel. 
Casts of Metmac Banpace resist wound 
exudate, urine, water, mold, and are porous. 


Example: Double Leg Cast in cross-leg skin 
graft. technicians’ and surgeons time. 


eons and staff 


SAVE expenstve Thinner cast assures 
clear x-rays for evaluation of reduction in 
congenital hip. This is often impossible 
through thick plaster. Clearer films save 
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LIGHTER CASTS LIGHTER COSTS. New casts, about half the weight of bulky plaster, encourage 


mobilization of joints to prevent stiffness. Patients easier to lift and turn in hospital and 
at home. Less fatiguing cast often shortens hospitalization. 


Just dip Metmac Banpacess into tepid water 
for 5 to 10 seconds and squeeze out thoroughly. 
2. If your usual plaster cast is thick, use about 
half as many Mecmac Banpaces. 3. Result: 
strong, light, thin water-and-urine-resistant 
cast — no frayed edges. 4. Same disposal as 
with ordinary plaster. 5 Remove thin cast 


easily with cast cutter, sharp knife or cast saw. 


USE ABOUT HALF AS MANY BANDAGES AND SPLINTS... 


available in the following sizes: 


Bandages (rolls) Size Product Ne, 
2” x 3 yds. 2122 
3” x 3 yds. 2123 
4” x 3 yds. 2164 
4” x 5 yds. 2124 
6" x3 yds. 2166 
6” x 5 yds. 2126 


2133 
ais 2134 


SENSITIVITY. Since this product may contain 
traces of formaldehyde, persons who are known 
to be sensitive to it should be observed ck sely 
for dermatitis. Operators using the bandage 


repeatedly should wear rubber gloves if skin - 


sensitivity exists. 


SAVE AGAIN! Bring your old plaster of Paris band- 
ages up to date. Dissolve Metmac® Orthopedic 
Composition, a powder, in water in which you 
wet ordinary plaster bandages and you will 
have a cast comparable in strength, lightness, 
thinness and water-urine-exudate-resistance to 
a cast made with new Metmac 


Davis & Geck 


Devis & Geck, Inc., a unit of American 
Cyanamid Company, Danbury, Connecticut. 
Sutures and Surgical Specialities 


resin plaster of Paris 5 A A 
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HE PREDOMINANT spirit among 
: those in the hospital field and 
the allied health professions with 
whom I have talked recently, is 
one of congratulations to the As- 
sociation for its expanded program. 
For myself, I am still thrilled over 
the tremendous opportunity and 
obligation that the Association has 
taken and assumed. It is one of the 
most inspiring actions that the As- 
sociation has taken during my ex- 


perience. If the Association is suc- 


cessful in carrying out this pro- 
gram, and I am sure it will be, this 
program will serve as a source of 
inspiration to us and other health 
groups. 


OHN HATFIELD’S address to the 
House of Delegates for an ex- 
panded program was published in 
last month’s issue of HOSPITALS. 


> 
‘ 


| 


Entitled “‘New Horizons for Hospi- 
tal Care,” this classic presentation 
merits reading and re-reading by 


all of us. 


HE TIMELINESS of this decision 
for an expanded program is 
‘brought home to us every day by 


the visual and factual knowledge 


that the modern hospital still is 
being built. Within the past month, 
I have been invited to participate 
in the dedication of a half-score 
new hospitals and additions to ex- 
isting hospitals. I wish that F could 
attend them all, but unfortunately, 
this is not possible. ‘ 
It was my privilege to give the 
dedication address at St. Luke’s 
Episcopal Hospital, Houston, Texas. 


It was Houston citizens’ donations 


that built this great new medical 
center. At that time, a documented 


Diack . . . Since 1909 


THE 
CULTURE 
TEST 


B. subtilis is a resistant type, 
nonpathogenic, spore former 
and cultures of this organism 
when properly prepared are 
the best available for periodic 
checking of your autoclave 
for efficiency. 


Best authority, however, indi- 
cates that an autoclave will 
destroy this culture in one- 
third the time required to 
melt a Diack Control. 


Then the safety factor you 
have in every day use of 


Research Laboratories of 


SMITH & UNDERWOOD, CHEMISTS 


(Sole manufacturers of Diack Controls and Inform Controls) 
1847 N. MAIN ST., ROYAL OAK, MICH. 


Diack Controls is at least 
three times the killing time 
required for B. subtilis. This 
explains why routine use of 
“properly placed” Diack Con- 
trols will protect the hospital | 


operating staff from any 
chance of using dressings 
which have not been defi- 
nitely sterilized. 


and experienced fact was very 
forcefully brought home to me— 
the voluntary hospital largely ex- 
ists because of the contributions of 
American businessmen. 

This statement must sound like 
a harsh and egotistical view of the 
favorable role that businessmen 
have played in the development of 
modern hospitals. But these busi- 
nessmen, dedicated to the philoso- 
phy that emphasizes the freedom 
and dignity of the individual, have 
given large sums of money for the 
construction of voluntary hospitals 
so that individuals would be able 
to exercise choice of hospital. 

The modern hospital can, with 
confidence, look forward to con- 
tinued growth and can enjoy the 
people’s support as long as the hos- 
pital, functioning as the doctors’ 
workshop, offers service to. the 
people. Slowly, falteringly and 
sometimes tragically, the public 
has the uncanny and definite fac- 
ulty of ultimately knowing what 


is good medical care and where 


they can get it. 


NE BY ONE we are discovering 
hat perfecting cures for hu- 
man ailments. While there are still 
serious gaps in our knowledge, the 
ratio of curable to incurable dis- 
eases has reached a reasonably 
comfortable mark, so that we can 
say that scientific medicine as a 
whole is coming of age. Scientific 
medicine now is large enough to 
combine with the art of medicine. 
It is most important that the sci- 
ence and the art of medicine com- 
bine with each other with mutual 
understanding and _ respect. We 
must not lose sight of or forego 
the humanitarian aspect of the hos- 
pital, but must combine it with the 
new science of medicine so that we 
build upon the art of medicine and 
not destroy it. : 


HE RECENT joint meeting of the 

AHA Councils, Committee on 
Hospital Auxiliaries and the Blue 
Cross Commission provided an ex- 
cellent educational opportunity for 
Association Council members, offi- 
cers and staff. Council, committee 
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shortens hospitalization— 


facilitates outpatient care 
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maintenance of the edema-free state is convenient, 
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prolonged periods. Dependence on injections 

is decreased, and patients may be permitted 
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packaging 
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Bes, nation tables and other hos- 


a | pital equipment. Also avail- 
_ able with special stems, plate 
ms tops, angle fittings, etc. They 
23 offer ease of movement, 
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and commission members had a 
chance to review what the AHA 
expansion program will mean in 
their own specific areas and to lay 
foundations for future programs. 

The theme of the three-day 
meeting was planning the future 
on the background of the past. A 
historical study of basic principles, 
such as the one at this joint meet- 
ing, refreshes our memory, so that 
we may adhere to the fundamental 
principles and may not permit 
complexity of methods to divert us 
to unsound practice. 

In addition to a review of basic 
principles, Council members re- 
ceived invaluable background in- 
formation on Association activities 
and AHA officers and staff were 
able to get the combined thinking 
of the Council members, and in a 
very high percentage of instances, 
a fresh viewpoint. 

It is also essential that the mem- 
bership understand the workings 
of the Councils, whose chairmen 


constitute the AHA Coordinating 


Committee with the president-elect 
as presiding officer. The Coordinat- 
ing Committee’s function not only 
is to coordinate the activities of the 
Councils, Committee on Hospital 
Auxiliaries and the Blue - Cross 
Commission, but also to submit to 
the Board of Trustees ideas and 
methods for developing the scope 
and details of the Association’s 
program, These suggestions (of 
course) are always subject. to 
Board approval. 


N AN organization of the size of 
the Association, it is difficult 
for even our Council members to 
get a thorough understanding of 
all the AHA activities. It is obvi- 
ously more difficult for the mem- 
bership as a whole fully to under- 
stand the Association operations. 
A session at the recent AHA con- 
vention was designed to increase 
membership awareness of the total 
AHA program and the scope and 
depth of the services that it renders 
through its Councils, Committees 
and staff. A partial transcript of 
this program is published on page 
61 of this issue of HOSPITALS. I am 
sure you will find it most interest- 
ing and educational. 


rN OCTOBER 2, I attended a meet- 
() ing of the Inter-Association 
Committee on Health in Chicago. 
The member organizations are: 


American Dental Association, 
American Hospital Association, 
American Medical Association, 
American Nurses Association, 
American Public Health Associa- 
tion and American Public Welfare 
Association. George Bugbee, pres- - 
ident of the Health Information 
Foundation and secretary of the 
committee, also attended the meet- 
ing. 

This organization provides an in- 
formal means for the exchange of 
information on the programs, in- 
terests and problems of the par- 
ticipating organizations so that, 
insofar as possible, a common un- 
derstanding may be reached on 
the solution of health problems. 


HE TREMENDOUS growth of our 
hospitals naturally brings with 
it problems of great magnitude to 
the governing board, medical staff 
and other professional personnel 
and to the administrator. These 
administrative problems are not 
easy. Returning to the concept of 
“thoughtful administration,” I feel 
that it is evident that we must 
have an intimate, habitual, intui- 
tive familiarity with the functions 
of hospitals. We all need, as-well, a 
thoughtful and useful way of think- 
ing about those functions and their 
relationship to the community that 
we serve. Where performance is 
an absolute necessity and account- 
ability is inescapable, it is evident 
that knowledge of all facets of the 
hospital and consistent familiarity 
with them will be more trust- 
worthy than elaborate ideas un- 
controlled by experience, demon- 
strated skill and responsibility. 
Administrators must maintain a 
balanced relationship among the 
governing board, the professional 
and nonprofessional personnel and 
the community, so that the objec- 
tive of the hospital, efficient service 
to the sick and injured of the com- 
munity, can be fulfilled. This serv- 
ice must be conveniently and con- 
tinuously rendered at a cost that 
the public can and will pay. If we 
fail in that task, we shall not have 
actual authority in the hospital no 
matter how important our title 
may be. 


F. R. Bradley, M.D., President 
American Hospital Association 
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OUR administrators of small 

hospitals and a trustee were 
asked to present their views on 
what they consider the one or two 
major problems now facing their 
hospitals. 


Attracting a medical staff 


THE MAJOR PROBLEM of the small 
hospital is that of attracting an 
adequate medical staff to serve the 
needs of the 
community. 
Most of the doc- 
tors on the med- 
ical staff of our 
hospital are 
general practi- 
tioners. They do 
an excellent job 
in serving our 
county, but we 
still have need 
for more doc- 
tors and for the 
services of various specialists. 

We are attempting in Pennock 
Hospital to bring more doctors to 
our community by maintaining a 
facility that will permit our phy- 
sicians to make use of all the skills 
and knowledge they possess. In 
maintaining such a facility it is 
difficult to determine how much 
special equipment should be pur- 
chased. For example, our roent- 
genologist has available equipment 
only for examination by x-ray and 
fluoroscope. He does not have 
equipment suitable for therapy. 
We are attempting to determine 
whether such equipment should be 
obtained for this qualified spe- 
cialist. 

We have a similar problem in 
determining whether physiothera- 
py facilities should be provided. 
Perhaps the purchase of such 
equipment would attract to our 
hospital staff qualified orthopedic 
surgeons. Perhaps such facilities 
would make it possible for our 
local physicians to treat their pa- 
tients with only occasional consul- 
tation with an orthopedic surgeon. 

We are attempting within our 


JUDGE MITCHELL 


hospital to work out these prob- 
lems by having informal regular 
meetings between the hospital staff 
and the Board of Trustees, and by 
having a continuing study made of 
the medical practice in the hospi- 
tal. This study is designed to de- 
velop the knowledge and abilities 
of the members of our staff by 
comparison of their practices with 
the practice in other hospitals, and 
also to inform the board of trus- 
tees of the need for new equipment 


that is essential to good medical © 


practice. 

We believe that if we devote our 
attention to tHese problems, we 
need have no concern for the prob- 
lem of community confidence in the 
hospital and in the medical staff. 
— JUDGE PHILIP H. MITCHELL, trus- 
tee of Pennock Hospital, Hastings, 
Mich. 3 


Shortage of skilled personnel 


THE MAJOR PROBLEM of my hos- 
pital and the hospitals in our 
Southeastern area is the shortage 
of skilled per- 
sonnel, particu- 
larly the profes- 
sional nurse. 
We anticipate 
that this short- 
age will become 
more acute in 
the very near 
future due to 
several reasons, 
namely: The 
opening of hos- 
pitals in this 7 
area that are under construction 
at this time; the reactivation of 


MISS THRASHER 


government installations utilizing | 


professional nurses; and the ter- 
mination of our usual source of 
supply of nurses with the closing 
of the small schools of nursing. 
We are unable to attract, in ap- 
preciable numbers from the larger 
cities, nurses who are capable of 
holding our key positions. The 
salary schedule in the rural areas 
has to be considetably higher than 
in the larger cities for the small 


hospital to obtain these workers. 


of finding the 


We have to compensate in cash for 
the educational and cultural ad- 
vantages that are rarely found in 
our rural areas. 

Therefore, some plans must be 
formulated that we can carry into 
effect if we are to fulfill the mini- 
mum need of adequate hospital 
care for the future—JEWEL W. 
THRASHER, administrator of Fras- 
ier-Ellis Hospital, Dothan, Ala. 


More time and more money 


MORE TIME and more money 
would solve many of the problems 
of hospital administrators regard- 
less of the size 
of their hospital. 

In the small 
hospital trying 
to maneuver 
bedssothat 
each patient has 
the kind needed 
and wanted, has 
all the excite- 
ment and strain 


MISS SNOW 


few last pieces 
of a jigsaw 
puzzle. 

Six or eight beds plus or minus 
spells the difference between 
peace of mind and frustration; and 
the number generally seems to be 
on the frustration side. If the beds 
are empty, one worries about the 
deficit; and if five or six patients 
have to be placed in the corridor, 
public relations is at a low ebb. 

In spite of increasing our capaci- 


_ ty 60% three years ago, our medical 


and surgical units have been run- 
ning 88% capacity for the year. 
There are still periods when we 
have too many empty beds and 
much too often beds in the hall. 
This has come about because of a 
much greater growth in this area 
than had been anticipated. With 
an even greater one expected and 
the ever growing geriatric prob- 
lem, more beds will soon be im- 
perative. 

This in turn relates to another 


major problem—nursing care. With 


not enough to staff the present 
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building, adding more beds makes 
the job harder. More money would 
make many of these problems 
easier to solve, more time would 
make for better planning, time for 
recruitment, public relations, etc. 
Has anyone ever had enough of 
either?——ELMINA L. SNow, admin- 
istrator of Emerson Hospital, Con- 
cord, Mass. 


Lack of personnel 
cited as major problem 


In rural areas, the administra- 
tor of a small hospital is con- 
stantly harassed by greater de- 


mands for, or a_ shortage of, 
qualified professional personnel. 
This problem is not peculiar to 
nurses only, but extends to medical 
technologists, medical record li- 
brarians, dietitians, accountants 
and anesthetists, not mentioning 
anesthesiologists. 

In order to attract these qualified 
people to small hospitals, one 
needs to do more than to offer a 
high salary. Professional people 
are interested in good working 
conditions; opportunity for ad- 
vancement, which has very real 


limitations in small hospitals; de-— 


HOSPITALITY ASSOCIATES, INC 


specializing 

in professional 
group feeding to 
hospitals 

by contract 


111 Seventh Street, 
Garden City, New York 


Phone Ploneer 1-5760 


20 


sirable social opportunities; and 
adequate shopping centers within 
a reasonable | 
distance from’ 
the hospital. 
Ease of trans- | 
portation to 
larger cities may 
be of great con- 
cern. Many of 
our local areas 
can offer some 
of these desir- 
able conditions, 
but few can 
offer all of the 
advantages. 

What can we do to attract the 
qualified person to accept a posi- 
tion in a small hospital in a rural 
area? 

We recognize the importance of 


SR. MARY LENORE 


a continued. training program for 


our professional and nonprofes- 
sional workers. With a shortage of 
qualified teachers, this problem 
presents a constant challenge to 
the teaching staff, which is already 
overloaded. 

We realize the consequence of 
good internal relations within the 
hospital, and the importance of 
imbuing workers with the service 
aspect of their work. This emphasis 
on service, and constant recognition 
of educational, professional and 


social needs of those who wish 


to take advantage of the oppor- 
tunity to care for the sick, seem to 
be effective means of recruiting 
professional people for small hos- 
pitals in rural areas. What more 
can we do?—SISTER MARY LENORE, 
O.S.F., administrator of St. Gab- 
riel’s Hospital, Little Falls, Minn. 


Competent administration to 
maintain minimum standards 


NUMEROUS SMALL hospitals have 
been built throughout our nation 
in the last 5-10 years. Many of 
these are lo- 
cated in a rural 
area where 
medical services 
had never be- 
fore been avail- 
able. These hos- 
pitals are monu- 
ments of com- 
munity pride 
and coopera- 
tion. Many of 
these communities under the guid- 

(Continued on page 153) 
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zontal technics (even in rooms with 8-foot, 8- 
inch ceilings and table height of 34 inches) — 
18 inches more than provided by other overhead 

(4) Full 72-inch focal film distance for verti- 


Even with an 8-foot, 8-inch ceiling, IMPERIAL 


ee provides 60-inch focal-film disiance for horizontal 5 
on technics. Like all G-E x-ray apparatus, the IMPERIAL 


nem can be yours — without initial capital invest- 
ment — on the Maxiservice" rental plan 


IMPERIAL TABLE 


68” LATERAL COVERAGE 


4MPERIAL'S PROJECTED FOCAL-sPOT COVERAGE 
WITH X-RAY BEAM DIRECTED VERTICALLY 


| 

i 

| PIVOTING RING 
— | 


G-E IMPERIAL gives you 


coverage where you need it! 


(5) Full 7-foot coverage for cross-table radi- 
ography at 36-inch target-film distance. Tall 
patients are easily and comfortably accommo- 
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Your General Electric x-ray representative can 
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American Hospital Association 
: ‘Committees and Appointments for 1955 


MR. HEERMAN 
Past President 


Terms Expire 1957: 

Jack Mosur, M.D., Assistant Surgeon General, 
Public Health Service, Washington 25 

William S. McNary, Michigan Service, 


MR. HATFIELD 


Treasurer 


i This is a complete isting of American Hospital Association 

oe officers, councils and committees for the coming year. Com- 

By mittee appointments for the Association were submitted to the 

r. Coordinating Committee for final approval the last day of 

the convention. 

rs, Committee members serve one-year terms and may be re- 

i: appointed, except that some appointments are for terms of 
varying lengths. If an appointment is for more than one year, 

ay its year of termination appears in the listings below. 

{a The director, after consultation with the president, has been 

as authorized to fill vacancies on committees which might occur. 

a GENERAL OFFICERS 1955 BOARD OF TRUSTEES COUNCILS AND COMMITTEES 
President: Frank R. Bradiey, M.D., Barnes Hospi. Frank R. Bradley, M.D., (ex officio), Barnes Hos- 

tal, St. Louis Si. Louis 10 Committee on Coordination of Activities 
a President-Elect: Ray E. Brown, University of Chi E. Brown, (ex officio), University of Chicago Frank R. Bradley, M.D., chrmn., Barnes Hospital, 
a cago Clinics, Chicago 37 linics, Chicago 37 St. Louis 10 aa 
a Past “President Ritz E. Heerman, California Hos Ritz E. Heerman (ex officio), California Hospital, Madison B. Brown, M.D., Hahnemann Medica 
pital, Los Angeles 15 Los Angeles and Hospital, Philadelphia 2 “tal 
7. Treasurer: John N. Hatfield, Passavant Memorial John N. Hatfield (ex officio), Passavant Memorial Frank Groner, Baptist Memorial Hospital, 
Hospital, Chicago Hospital, Chicago || Memphis 3 

aa Terms Expire 1955: Stuart K. Hummel, Columbia Hospital, Milwau- 
ee 

ay gy yen Fen Hudgens, Lynchburg General Hospital, Abraham Oseroff, Hospital Service Association of 

West.T M Pittsburgh, Pittsburgh 19 
est. Texas Memorial Hos- Oliver G. Pratt, Rhode Island Hospital, Provi- 

M.D., Royal Victoria Hospital, Albert W. Snoke, M.D.. Grace-New Haven Com- 
a, ontreal 2 munity Hospital, New Haven 4 

Expire 1956: Mrs. Cecil D. Snyder, Kenosha Hospital, Kenosha, 
M. Coon, M.D., Hospitals, Madi- Wis. 
>, e 6 Lucius R. Wilson, M.D., Episcopal Hospital, Phila- 
C. C. Hillman, M.D., Jackson Memorial Hos- delphia 25 

A ary . Schabinger, R.N., DeEtte Harrison 

< Detwiler Memorial Hospital, Wauseon, Ohio STANDING AND BOARD COMMITTEES 


Committee on Nominations 
Charles F. Wilinsky, M.D., chrmn., 16 Still St., 
) 


Kenneth 8. Babcock, M.D., Joint Commission on 


“a Detroit 26 Accreditation of Hospitals, Chicago |! (1958) 
¥; Rt. Rev. Msgr. George Lewis Smith, Director of Nels E. leanahes. Luther Hospital, Eau Claire 
oe Catholic ospitals, Diocese of Charleston, (1957) 

Aiken, Ritz E. Heerman, California Hospital, Los An- 
geles 15 (1957) 

~ 7 Carl C. Lamley, Stormont- Vail Hospital, Topeka 
| (1955) 

=I Marshall L. Pickens, Duke Endowment, Charlotte 
(1956) 

i. Anthony J. J. Rourke, M.D., 175 Barnard Rd.., 
= New Rochelle, N. Y. (1956) | 
Committee on Bylaws 

The Council on Association Stuart K. 
- Hummel, chairman, serves as the Committee 
on Bylaws. 

ae: Committee on Finance 

R. M.D., chrmn., Barnes Hospital, 
Louis 

John Hatfield, Passavant Memorial Hospital, 
“4 Chicago || 

Edwin L. American Hospital ‘As- 
~iG sociation, Chicago | 
oe: President President-Elect The Board of Trustees acts as a referral com- 


mittee to which resolutions shall be submitted 
prior to being placed before the House of 
Delegates. 


Committee on Award of Merit 


Consists of the active past presidents of the 
Association under the chairmanship of the im- 


ia mediate past president. 
Committee on Civil Defense 
es Harold C. Lueth, M.D., chrmn., 636 Church St., 
hm George E. Cartmill Jr., Harper Hospital, De- 
a troit 
ee A. W. Eckert, Perth Amboy General Hospital, 
Perth Amboy 
_e - David Littauer, Jewish Hospital, St. Louis 10 
Dean A. Massachusetts General 
Hospital, Boston 14 
. Kenneth Williamson, secy., Washington Service 


Bureau, Washington 6 


(Continued on page 26) 
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Castle performance 


INGER-TIP CONTROL — The beam of the Safelight is SUP 


RIOR QUALITY OF LIGHT — Doctors using the Safe- 
positioned with the speed and facility of a flash- 


light are amazed that its illumination so well com- 


light in the hand. In its three most popular models, 
there is no counter-weight, no heavy ball to cause 
exasperating head injuries. Its internal counter- 
balancing mechanism is smooth, effortless, and 
uses no functional devices or manual locks. (Note: 
No. 51 does have counterweight. ) 


" EXPLOSION-PROOF SAFETY — Castle Safelights are truly 


| 


~ safe from explosion because of their unique and 


scientific construction. They meet all Under- 
writers’ requirements for hazardous locations. 
Patients and operating personnel are constantly 


_ guarded. Highly combustible gaseous mixtures 


cannot be ignited by any part of the Safelight or 
by phase of its use. This safety is mandatory in the 
operating room. 
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pares with that of a major light. Its unique optics 
will illuminate the entirety of any deep cavity, yet 
without eye- tiring surface glare or contrast. With 
the Safelight, vision is better, easier and less 
fatiguing. 


FOUR 4-STAR MODELS — The most popular Safelight model 


is the No. 52, floor type with pantograph arm... 
available with 4-footed or circular base. The Wall 
and Ceiling types, Nos. 53 and 54, also feature the 
“easy-as-pointing-a-flashlight” adjustability. An 
alternate floor model, No. 51, has a conventional 
ball counterweight. Floor model casters are static 
conductive and provide complete stability in all 
lamphead adjustments. 


ORDER TODAY or write for complete information. 


WILMOT CASTLE COMPANY 


1276 University Avenue Rochester 7, N. Y. 


STERILIZERS AND LIGHTS 
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Committee on Headquarters 

John WN. Hatfield, chrmn., Passavant Memoria! 
Hospital, Chicago |! 

aay Brown, University of Chicago Clinics, 
37 


° 
Joseph . Norby, United Hospitals Fund of Mil- 
waukee County, Milwaukee 


aq Frank R. Bradiey, M.D., ex officio, Barnes Hospi- 

tal, si. Louis 10 

Edwin Crosby, M.D., American Hospi- 

tal Association, Chicago | 

i Committee on Hospital Architects’ 

Qualifications 

fe Frank S. Groner, chrmn., Baptist Memorial Hos- 

pital, Memphis 3 

Fisher, Fisher and Fisher, Denver 2 

“a Jack Masur, M.D., Assistant Surgeon General, MR. TERRELL DR. COON DR. HILLMAN 
— Public Health Service, Washington 25 (1957) Trust Trust : 

J. Sarvis, 258 Champion Battle Creek rusree ruses Trustee 
195 

Denotd C. Smelzer, M.D., Lancaster General Hos- W. H. Tusler, Magney, Tusler and Setter, Min-- George U. Wood, Peralta Hospital, Oakland 9 

“ pital, Lancaster, Pa. (1955) neapolis 14 (1955) ; (1986) 

Am Moreland G. Smith, Sherlock, Smith and Adams, Frank J. Walter, Good Samaritan Hospital, : 
as Mentgomery 5, Ala. (1956) Portland 10 (1956) Committee on International Relations 
a! Robin C. Buerki, M.D., chrmn., Henry Ford Hos- 


pital, Detroit 2 

James R. Clark, Brooklyn Hospital, Brooklyn | 

Ritz E. Heerman, Colito rnia Hospital, Los An- 
geles 15 

Vane M. Hoge, M.D., Assistant Surgeon General, 
Public Health Service. Washington 25 

Fred A. McNamara, Bureau of the Budget, Ex- 
ecutive Office of the President, Washington 25 


Committee on Research Project for 
Hospital Construction Needs 


E. Dwight Barnett, M.D., chrmn., Columbia Uni-. 
versity School of Public Health, New York 32 

Ritz E. Heerman, California Hospital, Los An- 
geles |5 

Jack Masur, M.D., Assistant Surgeon General, 
Public Health. Service, Washington 25 

C. Rufus Rorem, Ph.D., Hospital Council of Phila- 


erma 


4 
(R) 


delphia, Philadelphia 7 
WITH HEXA CHLOROPHENE Mary C. Schabinger, R.N., DeEtte Harrison Det- : 
iler Memorial Hospital. Wauseon, Ohio 


Albert W. Snoke, M.D. Grace-New Haven Com- 
munity Hospital, New Haven 


Committee to Review Council Structure 


Stuart K. Hummel, chrmn., Columbia Hospital, 
Milwaukee 

John R. Mannix, Cleveland Hospital Service As- 
sociation, Cleveland 15 

Albert W. Snoke, M.D., Grace-Blew Haven Com- 
munity Hospital, New Haven 4 


Commission Initiated by American 

Be, Hospital Association 
+ Joint Commission on of 
i SPEED up scrub up... improve surgical asepsis... Director: Kenneth B. Babcock, M.D., 660 N. Rush 
and save up to 7 minutes for each doctor and nurse—precious 

i hours in the busy operating schedule! Those are the advan- Joha N. Hatfield Passavant Memorial Hospital, 

tages Germa-Medica Liquid Surgical Soap with Hexachloro- Charles F. Wilinsky, M.D., 16 Still St., Brookline 

phene offers to you. Years of use have proved the effectiveness, 

“ convenience and e¢conomy of the Germa-Medica technique. Hon. John Milton George, Q.C., Box 114, Mor- 

en 

Stuart Hummel, Columbia Hospital, Milwau- 

w 

If — hospital wed clinic isn't no M.D., Assistant Surgeon General, 

ei using Germa-Medica, write us. today - Public Health Service, Washington 25 

° Terms Expire Dec. 31, 1957: 

a for complete test results, prices Frank R. Bradley, M.D., Barnes Hospital, St. 

. and a sample for testing under Louis 10 

Rt. Rev. Msgr. Donald A. McGowan, National 

: your own conditions. Catholic Welfare Conference, Washington 5 


Hospital Representatives 
to Joint Committees and Commissions with 
the American Hospital Association 


Inter-Association Committee on Health, repre- 
senting the American Dental Association, 
American Hospital Association, American Med- 
ical Association, American Nurses’ Association 
American Public Health Association, an 
American Public Welfare Association. 

Frank R. Bradley, M.D., Barnes Hospital, St. 


: Louis 10 
LIQUID SURGICAL SOAP California Hospital, Los An- 
WITH HEXACHLOROPHENE Lucius R. Wilson, M.D., Episcopal Hospital, 


Philadelphia 25 
Joint Advisory Committee of three hospital as- 
sociations, representing the American Hospital 
Association tholic Hospital Association and 
American Protestant Hospital Association. 
Frank R. Bradley, M.D., Barnes Hospital, St. 


H U T N GT 0 L A B 0 R AT 0 R E Rie California Hospital, Los An- 


les 15 

Pi HUNTINGTON LABORATORIES, INC. a og R. Wilson, M.D., Episcopal Hospital, 
~~ Huntington, Indiana Philadelphia 25 
.: Philadelphia 35, Pennsylvania Toronto 2, Ontario _ (Continued on page 28) 
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a firmer mattress! 


The secret of firm support in a Beautyrest* hospital mattress 
comes from the much greater number of independently pocketed 
coils used — nearly three times the number used in the 

ordinary innerspring mattress. And Beautyrest mattress coils 

act independently because they are not* wired together! 
Result — firmness over the entire mattress surface. 

Firmness that yields only to varying body weight. 


, This greater number of independently acting coils also lets 
Beautyrest. conform to the many positions of posture springs without 
coils buckling or meshing when the mattress is bent. 


& Another Beautyrest exclusive — *** Three-Star Crushproof Border 
with coils sewn directly to the border which has been 

reinforced with a heavily upholstered sidewall and inner roll edge. 
side pull — edges last as long as the mattress. 


Consider your budget. By comparison, Beautyrest, 
the mattress built expressly for hospitals, will be your choice. 
See your hospital dealer, or write Simmons Company. 


* TRADE-MARK REG. U.S. PAT. OFF 


BEAUTYREST FOR HOSPITALS 
ONLY 
BY SIMMONS 
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Press down on an ordinary mattress. Although 
it seems firm, it’s because the big, wired-together 
coils pull laterally on each other, pulling the 
whole mattress into a hollow. 


Now try the same test on a Beautyrest. Only 
one small, independently pocketed coil (the one 
you press) yields —the others remain upright 
to retain a firm mattress. 


BODY TEST 


ORDINARY INNER SPRING ACTION 


The same results occur when the p-tient lies 
on the ordinary mattress. Notice how the big 
wired-together coils pull each other down to 
cause “hammock sag. 


BEAUTYREST CONSTRUCTION 


Not so with Beautyrest! The far greater number 
of small coils act independently to give firm, 
level support that conforms to body contour. 


SIMMONS COMPANY 


HOSPITAL DIVISION 


Chicago, New York, San Francisco, Atianta, 
Dallas, Columbus, Los Angeles 
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Joint Committee with American College of 
Hospital Administrators 

1955: 

Ra . Brown, University of Chicago Clinics, 
Unica 

Joseph G. Norby, United Hospitals Fund of Mil- 
waukee County, Milwaukee 

Terms Expire 1956: 

Frank R. Bradley, M.D., chrmn., Barnes Hospital, 
St. Louis 10 

Ritz E. Heerman, California Hospital, Los An 
geles 15 

Terms Expire 1957: > 

Oliver G. Pratt, Rhode Island Hospital, Provi-. 
dence 2 


Joint Committee with American Medical 
Association 

E. Dwight Barnett, M.D.. Columbia University 
School of Public Health, New York 32 

Frank R. Bradley, M.D., Barnes Hospital, St. 
Louis 10 

Robin C. Buerki, M.D., Henry Ford Hospital, 


Detroit 2 
Rt. Rev. Msgr. Donald A. McGowan, Nationa! 


Catholic Welfare Conference, Washington § 


A. W. Snoke, M.D., Grace-New Haven Commun- 
ity Hospital, New Haven 4 

American Hospital Association R sentatives 
to Other Organizations eT 

National Health and Welfare Retirement Asso- 
ciation. 

John chrmn., 181-40 Kruger. Rd., Ja- 
maica 

Edwin L. M.D., American Hospital Asso- 
ciation, Chicago 10 

James A. Hami ton, J. A. Hamilton and Asso- 
ciates, Minneapolis 14 


Peter H. Husch, Salkey and Jones, St. Louis | 


Sloan, The Modern Hospital, New 

ork | 

National Health Council 

E. Dwight Barnett, M.D.. Columbia University 
Schoo! of he ge Health, New York 32 

Henry N. Pratt, M.D.. Society of the New York 
Hospital, New York 2! 
Lucius R. Wilson, M.D., 
Philadelphia 25 

Member of Board of Directors: E. Dwight Bar- 
nett, M.D. 

Council on National Organization of Adult 
Educational Association. 


Episcopal Hospital, 


MATEX Kwiksort surgeons’ gloves 
will give you 90% longer use! 


MATEX and MASSILLON Latex Kwiksort gloves are made from 
pure, virgin liquid latex. The absence of synthetics or adulterants 
assures high tensile strength and bare-fingered sensitivity, as well as 


longer life. 


You save time and money, too, in the permanent Kwiksort size mark- 
ings. Any untrained assistant can quickly and accurately sort and pair 


K wiksort sizes by shape... 


And the procedures outlined in the folder, ‘Suggestions 
to Make Your Gloves Last Longer," will add many trips 
to surgery. May we send you a free copy? 


MASSILLON RUBBER COMPANY 
Massillon, Ohio 


even when gloves are inside out! 


MSGR. SMITH “MR. SPENCER 


Trustee Administrative 
Practice 


Verne Kallejian, Ph.D., American Hospital Asso 
ciation, Chicago | 


COUNCIL ON ADMINISTRATIVE 

PRACTICE 

Chrmn.: Oliver G. Pratt, Rhode Island Hospital, 
Providence 

Secy.: Ann S. Friend 

Function: To consider matters of a general ad- 
ministrative nature, such as hospital economics, 
purchasing, simplification and standardization 
of materials and equipment, personnel, admis- 
sion and collection procedures, uniform ac- 
counting and statistics, laundry operation, and 


housekeeping practices. 
Terms Expire 1955: 
Donald . Cordes, lowa Methodist Hospital, 


Des Moines 1/4 

Carl C: Lamley, Stormont-Vail Hospital, Topeka | 

Charles G. Roswell, MacNicol, Roswell &- Co., 
New York 7 

Terms Expire 1956: 

A. A. Aita, San Antonio Community Hospital, 
Uptand. Calif. 

R. J. Stull, University of California Hospitals, 
San Francisco 22 

Richard D. Vanderwarker, Memorial Center for 
Cancer and Allied Diseases, New York 2! 

Terms Expire 1957: 

Richard R. Griffith, Delaware Hospital: Wilming- 


ton | 
Allen D.. Marshall, Ellis Hospital, Schenectady 8 
Oliver G. Pratt, Rhode Island Hospital, Provi- 
dence 2 


Committee on Financial Management 

Charles G. Roswell, chrmn., MacNicol, Roswell & 
Co., New York 7 

Harry O. Humbert, vice chrmn., Johns Hopkins 
Hospital, Baltimore 5 

Arkell B. Cook, .Evanston Hos ital, Evanston, Ill. 
Robert C. Englehart, 550 S. nelling, St. Paul 5 

Sister Rose Irene, St. Anthony Murdock Memorial 
Hospital, Sabetha. Kansas 

Paul D. Shannon, Royal Victoria Hospital, Mon- 


John M, Passavant Memorial Hospital, 


go 
William F. Voboril United Community Services, 
Boston 
One vacancy 


Committee on Housekeeping in Hospitals 

Paul J. Spencer, chrmn., Lowell General Hospi- 
tal, Lowell 

Harvey Schoenfeld, vice chrmn., Nathan and 
Miriam Barnert Memorial Hospital, Paterson 

Mrs. Doris L. Dungan, Western Pennsylvania Hos- 
pital, Pittsburgh 24 

Franklin P. lams, Rhode Island Hospital, Provi- 
dence 2 

Mrs. Mildred O'Donnell, Mount Auburn Hospi- 
tal, Cambridge 38 

Dorothy A. Schworm, Cleveland Clinic Hospital, 
Cleveland 6 

oe W. Smith, Overlook Hospital, Summit, 


Mrs. Mary R. Waller, 118 4th St., Little Valley, 


Committee on Insurance for Hospitals 

Ronald Yaw, chrmn., Blodgett Memorial Hospi- 
tal, Grand Rapids 6 

Wendell H. Carlson, vice chrmn., Englewood 
Hospital, Chicago 2! 

Sister Elise, Sisters of Charity, Mount St. Joseph, 


hio 
Harold Ermshar, White Memorial Hospital, Los 
Angeles 33 
William “we Long Island College Hospital, 


Wilbur G. McLin, Mound Park Hospital, St. 
Petersburg 5 
Fred J. O'Connor, !!| W. Washington St., Chi- 


cago 2 
R. Z. Thomas Jr., Charlotte Memorial Hospital, 
Charlotte 3 
Harold A. Zealley, Elyria Memorial Hospital, 
Elyria, Ohio 
(Continued on page 30) 
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offers 


new medical films 


for showings in your institution 


“Pheochromocytoma — 
a cause of hypertension” 


An interesting film dealing with 
_ the diagnosis and treatment of a 
curable form of hypertension. 


Illustrates the need for routine 
screening of hypertensive pa- 
tients to rule out the presence of 
such a tumor. 


Sound and Color 
Running Time: 24 min. 


“Effect of Serpasil (reserpine) 
on monkeys” 


A film which dramatically illus- 
trates the tranquilizing effect of 
Serpasil, a pure crystalline alka- 
loid known as reserpine. 


An interesting presentation for 
viewing by members of the 
medical, pharmacy and nursing 
professions. 


Sound and Color 


Running Time: 15 


a 
§ 


f j 


j 
| 
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Booking Arrangements—It is suggested that requests be entered a minimum of 


3 weeks prior to your intended showing date. If you wish, the necessary projection 
equipment and a qualified operator will be provided, without charge. 

Requests for showings of these films should be directed to the nearest office of 

our distributing agents— 

Ideal Pictures Corporation: 


Kast— 233-239 W. 42nd Street, New York 36, New York, Tel.: LAckawanna 4-0916 
Central—58 E. South Water Street, Chicago 1, Illinois, Tel.: Dearborn 2-7676 
South— 18 S. Third Street, Memphis 3, Tennessee, Tel.: 37-4313 

West—4247 Piedmont Avenue, Oakland 11, California, Tel.: Piedmont 54886 
Hawati— 1370 S. Beretania Street, Honolulu, T. H., Tel.: 65336 
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Committee on Laundry M 

Telmer ©. Peterson, chrmn., St. Barnabas Hospi 
tal, Minneapolis 4 

Joseph F. Krawiec, vice chrmn., Pennsylvania 
State College, State College 

Frank G. Bruesch, Harper Hospital Detroit | 

Edwin T. Cullen, Salem Hospital, Salem 

Robert Dobson, Department of Hospitals of New 
York, New York 13 

Ray J. Gabrielson, Presbyterian Hospital, Chi- 
cago 12 

theater Jacobsen, Morton F. Plant Hospital, 
Clearwater, Filia, 

John G. Steinle, Cresap, McCormack & Paget, 
New York 

Committee on Methods Improvement 

Richard R. Griffith, chrmn., Delaware Hospital, 
Wilmington | 

Anderson, University Hospital, Colum- 

Robert G. Boyd, Morristown Memoria! Hospital, 
Morristown 

Francis X. Carney, Federal Civil Defense Ad- 
ministration, Battle Creek 

Earl J. Frederick, Cleveland Clinic Hospital, 
Cleveland 6 


Ben S. Graham, Standard Register Co., Dayton 
Henry J. Murphy, Massachusetts General Hospi- 


4 
Marion J. Wright, Harper Hospital, Detroit | 
One vacancy 


Committee on Organization 


R. J. Stull, chrmn., University of California Hos- 
pital, San Francisco 22 

Donald W. Cerdes, vice chrmn., lowa Methodist 
Hospital, Des Moines |4 

Robert W. Bachmeyer, St. Barnabas Hospital, 
Minneapolis 4 


Ray K. Bolinger, Robert Packer Hospital, Sayre, 


a. 

R. W. Bunch, Bureau of State Services, Public 
Health Service, Washington 25 

Ernest Dale, American Management Association, 
New York 36 

Boone Powell, Baylor Hospita!, Dallas | 

Richard T. Viguers, New England Center Hospi 
tal, Boston 


Committee on Personnel Administration 


Carl C. Lomley, chrmn., Stormont-Vail Hospital, 
Topeka | 


ECONOMICAL 


ADMISSION X-RAY PROGRAMS 
made possible by Fairchild 70-mm cameras 


Fairchild 70-mm x-ray cameras, used in 
connection with photofluorographic equip- 
ment, provide the easiest and most eco- 
nomical method of carrying out a com- 
plete admissions x-ray program — because 
of their rapid, automatic operation and 
fractional film costs. As a result, these 
cameras have become the “standard” for 
mass chest radiography. The 70-mm nega- 
tive is adequate for direct viewing; magni- 
fication viewing is available if desired. 
Suspected positive cases (which have been 
found to average between 8 and 10 per 
cent of all hospital admissions) would 
normally be retaken on 14 x 17 film by the 
hospital radiologist. 


Report of the Council of Tubercu- 
losis Committees, American College 
of Chest Physicians. April, 1951: 


We else urge routine chest 
x rays of all admissions to general 
hospitals. The value of this has 
been demonstrated in several large 
hospitals throughout the country 
where unrecognized cases of tuber- 
culosis and other chest conditions 
are being discovered.” 
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The completely automatic operation of 
the Fairchild Roll Film Camera permits 
one technician to radiograph up to 150 
chests per hour. For smaller hospitals the 
Cut Film Camera offers identical high neg- 
ative quality at lower initial investment. 
Fairchild’s 70-mm cameras are available 


‘all leading 70-mm_ hospital admission 


units and can be adapted to many existing 
installations. The cameras are uncondition- 
ally guaranteed for one year, and are 
backed by Fairchild factory service. For 
further information consult your x-ray 
equipment supplier or write Fairchild 
Camera and Instrument Corp., Robbins 


Lane, Syosset, L. 1., N. Y., Dept. 160-35Q2. 


IRCHILD 


X-RAY EQUIPMENT 
AND ACCESSORIES 


MR. STULL MR, LAMLEY 
Administrative Administrative 
Practice Practice 


John W. Kauffman, vice chrmn., Princeton Hospi- 
tal, Princeton 

Donald C. Carner, Parkview Memorial Hospital, 
Fort Wayne 3 

Sister M. Dorothea, Loretto Hospital, Chicago 44 

George W. Graham, M.D., Ellis Hospital, Sche- 
nectady 8 

Celeste K. Kemler, Valley View Hospital, Ada, 


kla. 
John Pratt, Bronson Methodist Hospital, Kala- 
mazoo 8 
Graham F. Stephens, Geisinger Memorial Hospi- 
tal, Danville, Pa: 
Preston R. Woodham, Presbyterian Hospital Cen- 
ter, Albuquerque 


Committee on Purchasing, Simplification and 
Standardization 

Franklin D. Carr, chrmn., Detroit. Memorial Hos- 
pital, Detroit 26 

Subcommittee on Purchasing 

Franklin D. Carr, chrmn., Detroit Memorial Hos- 
pital, Detroit 26 

Bruce W. Dickson Jr., Bethany Hospital, Kansas 
City 7, Kans. 

Reuben H. Graham, North Carolina Baptist 
Hospitals, Winston-Salem 

E. Northeast Mississippi Hospital, Boone- 
ville 

Harl N. Stokes, tai Hill General Hospital, 
Oklahoma City 9 

Raymond White, lowa Methodist Hospital, Des 
Moines 14 

Paul E. Widman, Cleveland Clinic Hospital, 
Cleveland 6 

Subcommittee on Simplification and 
Standardization 

Dewey H. Palmer, chrmn., Hospital Bureau of 
Standards and Supplies, New York 

Mark Berke, Mount Zion Hospital, San Fran- 
cisco 15 

Col. Robert Ll. Black, Medical Service Divisicn, 
Department of the Army, Washington 25 

W. W. Buss, Milwaukee anitarium, Wauwatoso 

Roald B. Glesne, Methodist Hospital, Gary 

Leonard P. Goudy, John C. Proctor Heapitel. 
Peoria 6 

Kenneth Wallace, St. John's. Hospital, Tulsa 4 


COUNCIL ON ASSOCIATION. SERVICES 


Chrmn.: Stuart K. Hummel, Columbia Hospital, 
Milwaukee |! 
Secy.: Howard F. Cook 
Function: To assist hospitals in further improv- 
ing their public relations, to stimulate better 
Association relations and to éxpand educa. 
tional activities and membership promoticfa! 
efforts; to promote the values of all Assofia 
tion programs; to examine Association pro- 
grams from the standpoint of their value to 
the entire membership, and to consider such 
other matters as may be assigned to it from 
time to time. ; 
Terms Expire 1955: 
J. Harold Johnston, New Jersey Hospital Asso- 
ciation, Trenton 9 
J. Stanley Turk, Ohio Valley General Hospital, 
Wheeling, Va. 
at Alvena H. Wood, R.N., William Booth 
emorial Hospital, Covington, Ky. 
Terms Expire 1956: 
Hubert W. Hughes, Genera! Rose Memorial Hos- 
pital, Denver 
S. A. Ruskjer, Waverly Hills Tuberculosis Sana- 
torium Waverly Hills, Ky. 
tade!l, M.D., San Diego County General 
Hospital, San Diego 3 
Terms Expire 1957: 
K, Columbia Hospital, Milwau- 
ee 
Mrs. Irene McCabe; Missouri Hospital Associa- 
tion, St. Louis 8 
. McGugan, M.D., University of Alberta . 
Hospital, Edmonton 


Committee on Bylaws 

The Council on Association Services, Stuart K. 
Hummel, chairman, serves as the Committee on 
Bylaws. 


(Continued on page 32) 
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An entirely new... | 


Absorbent Breast Pad 


a 


Soft, non-woven cotton, agb- _/ Contour shape aids in reducing Saves time: day's supply may Easy on budget; no preparation, 
sorbent, cellulose filled—solves / frequency of retracted nipples be autoclaved, issued in original no waste; patient can purchase for 

problem of excess lactation. —discourages ‘‘lazy feeders."’ carton and applied by mother. home use; help defray your cost. 


Aloe Contour Breast P ad — Economically solves the problem of 


excess lactation of nursing mothers 


Since we originally announced Aloe Contour Breast Pads, hospital 
after hospital has overwhelmingly accepted the infinitely more comfort- 
able, more effective and even more economical technic made possible 
by these pads. The reason is simple. It takes hours of hospital personnel 
time to “manufacture” improvised pads of gauze, hospital pads, etc.; 
additional time to apply, and the results are seldom satisfactory. Too, 
ordinary nipple protectors of hard materials are uncomfortable, time- 
consuming to prepare, and create another repeating sterilization prob- 
lem. Aloe Contour Breast Pads are anatomically shaped to fit the breast 
with full coverage of nipple, areola and a generous adjacent area—3*4 
inches in diameter. Patients like them because of their unobtrusive 
appearance and the protection they afford to clothing. Made of non- 
woven layers of cotton filled with soft, highly absorbent cellulose— 
non-allergenic, non-irritating, helpful in preventing retracted and 
cracked nipples; a great aid in applying medication. They present an 
easy storage problem. They are disposable and therefore tliminate 
repeat sterilization. A total of 757 hospitals from coast to coast have 
now adopted Contour Breast Pads as routine. 


AND SUBSIDIARIES 
LOS ANGELES © SAN FRANCISCO © SEATTLE * MINNEAPOLIS * KANSAS CITY © DALLAS © NEW ORLEANS © ATLANTA © WASHINGTON, D. C. 
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Leon C,. Pullen Jr.. Decatur and Macon County 
Hospital, Decatur, Ill. 

John R. Mannix, Cleveland Hospital Service As- 
sociation, Cleveland {5 


Committee on Library of the Association 

Hubert W. Hughes, chrmn., General Rose Me 
morial Hospital, Denver 20 

Adams, Notional Institutes of Health, 
ethesda 

George S$. Buis, Yale University Course in Hos- Committee to Develop a Manual for State Hos- 
pital Administration. New Hoven |! pital Association lcers and Trustees” 

Robert Guy, Baton Rouge General Hospital, Ba. J. Harold Johnston, chrmn., New Jersey Hospita! 

Association, Trenton 9 


ton Rouge 9 
Jack Hohn, Methodist Hospital, Indianapolis 7 Allan Barth, Michigan Hospital Association, 
Lansing 23 


Elwood A. Opstad, Huntington Hospital, Hunt 
ington, L. |. Henry G. Brickman, Massachusetts Hospital As- 
sociation, Boston 8 
Committee on Membership Charles W. Flynn, Mississippi Hospital Associa- 
The Council on Association Services, Stuart K. tion, Jackson 5 


Hummel, chairman, serves os the Committee 
on Membership. Committee vA Study Personal Membership 


Departments 
Committee on Nursing Home Relationships Stuart K. Hummel, chrmn., Columbia Hospital, 
Stuart K. Hummel, chrmn., Columbia Hospital. Milwaukee |! 


Milwaukee |! Geor j 
M sorge Cartmill Jr.. Harper Hospital, De- 
Philip D, Bonnet, M.D., Massachusetts Memorial | 
Hospitals, Boston 18 eyes Jay W. Collins, Euclid-Glenville Hospital, Eu 
James P, Dixon, M.D., Commission on Organi- clid 19, Ohio 
zation of the Executive Branch of the Govern. James R, Gersonde, Illinois Hospital Associa 
ment, Washington 25 tion, Chicago 3 


i 


ORCHARD 


FOR TERMINAL 
STERILIZATION 


a Now Available direct to Hospitals 
| . 7 ata NEW LOW PRICE! Yes, by selling di- 


a rect to hospitals, we can now offer you substantial savings! This 
ayia is the famous Orchard Nipple Cap that is used by hospitals 
everywhere, and was formerly furnished by a nation-wide milk 
; company. It is perfect for terminal sterilization! Packed 1000 
4 Nipple Caps in a sanitary one-piece dispenser box; very easy 
oe to handle. Write today for samples and new, reduced prices. 


| ORCHARD PAPER COMPANY 
3914 N. Union, St. Lovis 15, Mo. 


eg vs samples and prices of the Orchard Nipple 
ap. 


PAPER COMPANY 


‘ 


Hospital 
| Requested by 
ST. LOUIS @ NEW YORK Addre | 
CHICAGO @ KANSAS CITY 
es. DALLAS @ LOS ANGELES 


DR. WILSON | 


MR. HUMMEL 
Association Government 
Services Relations 


T. Stewort Hamilton, M.D., Hartford Hospital, 
Hartiord 15 
John M. Stagl, Passavant Memorial Hospital, 
Chicago I! 


Film Review Board 

Sister M. Gregory, Resurrection Hospital, Chi 
cago 31 

Mrs. Cyril Hale, 2446 Farwell Ave., Chicago 45 

H. G. Higgins, University of Illinois Research and 
Educational Hospitals, Chicago !2 

L. W. Hilton, Jackson Park Hospital, Chicago 49 

William Howes, Community Hospital, Evanston 

Richard L. Johnson, University of Chicago Clinics, 
Chicago 37 

Delbert L. Price, Children's Memorial Hospital, 
Chicago 

Joint Committee with Association of Hospital 
Planning Agencies 

K. Swanson, chrmn., Swedish Hospital, Min- 

neapolis 4 

Anthony Borowski, Citizens Hospital, Barberton, 

io 

Hol G. Perrin, Bishop Clarkson Memorial Hospi- 
tal, Omaha 5 

S. A. Ruskier, Waverly Hills Tuberculosis Sana- 
torium, Waverly Hills, Ky. 


COUNCIL ON GOVERNMENT 

RELATIONS 

Chrmn.: Lucius R. Wilson, M.D., Episcopal Hos 
pital, Philadelphia 25 

Secy.: Kenneth Williamson, Washington Service 
Bureau, Mills Bldg., !7th and Pennsylvania 
Ave., N.W., Washington 6 

Function: To consider matters affecting the re- 
lations of hospitals to governments, and to en 
deavor to cooperate with all branches of gov- 
ernment interested in. any phase of hospital 
service. 

Terms Expire 1955: 

Ted Bowen, Methodist Hospital, Houston 25 

A. F. Branton, M.D., Baroness Erlanger Hospital. 
Chattanooga 3 

Rt. Rev. et Charles A. Towell, diocesan dir. 
hospitals, P.O. Box 681, Covington, Ky. 

Terms Expire 1956: 

Hal G. Perrin, Bishop Clarkson Memorial Hospi 
tal, Omaha 

Lester E, Richwagen, Mary Fletcher Hospita! 
Burlington, Vt. 

Clarence E. Wonnacott, Latter-Day Saints Hospi- 
tal, Salt Lake City 3 

Terms Expire 1957: 

J. Douglas Colman, Johns Hopkins University, 
Baltimore 5 

Edison Dick, Passavant Memorial Hospital, Chi 


cago 
Lucius R. Wilson; M.D., Episcopal Hospital, 


Philadelphia 25 


Committee on Veterans Relations 

A. F. Branton, M.D., chrmn., Baroness Erlanger 
Hospital, Chattanooga 3 

Guy W. Brugler,.M.D., Children's Medica! Cen 
ter, Boston 15 

L. H. Gunter, Veterans Administration Hospital, 
Hines, 

Hubert W. Hughes, General Rose Memoria! Hos 
pital, Denver 

Morris H. Kreeger, M.D., Michael Reese Hospi 
tal, Chicago 

Matthew F. McNulty Jr., Jefferson-Hiliman Hos 
pitol, Birmingham 5 


Committee to Draft Legisiation for Unemployed, 
Aged and Medically indigent 

Lucius R. Wilson, M.D., chrmn., Episcopal Hos 
pital, Philadelphia 25 

Madison 8. Brown, M.D.. Hahnemann Medica! 

ty and Hospital, Philadelphia 2 


Edison Dick, Passavant Memorial Hospital, Chi-. 
cago || 

‘William S. McNary, Michigan Hospital Service, 
Detroit 26 


E. A. van Steenwyk, Associated Hospita! Service 
of Philadelphia, Philadelphia 2 


(Continued on page 34) 
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His Thiamine Mononitrate. . 10mg. 
Riboflavin 5 mg. 


— VitaminA.. 25,000 U.S.P. units 
(synthetic) 


Vitamin D... 1000 U.S.P. units 


Nicotinamide... .. 
Ascorbic Acid... ... 150 mg. 


A solid tablet: no fish-oil taste, 
odor, burp or allergies. 
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(Abbott’s Therapeutic Formula Multivitamins) 


Committee to Study the Hill-Burton Formula 

J. Douglas Colman, chrmn., Johns Hopkins Uni- 
versity, Baltimore 5 

Gordon R. Cumming, State Department of Pub- 
lic Health, San Francisco 

Rt. Rev. Msgr. Donald A. McGowan, National 
Catholic Welfare Conference, Washington 5 

Vincent Otis, State Board of Health, Madison 

Lester E. Richwagen, Mary Fletcher Hospital, 
Burlington, Vt. 

Clarence E. Lotter-Day Saints 
tal, Salt Lake City 3 


COUNCIL ON HOSPITAL PLANNING 
AND PLANT OPERATION 


Chrmn.: Frank $. Groner, Baptist Memorial Hos- 
pital, Memphis 

Secy.: Clifford Wolfe 

Function: To consider such matters as hospital 
construction, equipment, supplies, and plant 
operation, including matters relating to heat, 
light, power, and maintenance. 

Terms Expire 1955: 

Clement C. Clay, M.D., Hospital Council of 
Greater. New York, New York 17 


Stanley A. Ferguson; University Hospitals, Cleve: 
land 6 


One vacancy 


Terms Expire 1956: 


Sister Mary Antonelia, St. 
Louisville 8 

Frank S. Groner, 
Memphis 3 

E. D. Rosenfeld, M.D., Long Island Jewish Hos- 
pital, New Hyde Park, N. Y. 

Terms Expire 1957: 

Paul J. Spencer, Lowell General Hospital, Lowell 

Ray E. Trussell, M.D., Hunterdon Medica! Center, 
Flemington, N. J. 

B. ilson, M.D., University Hospital, Jack- 

son 5, Miss. | 


Committee on Engineering and Maintenance 

Jay W,. Collins, chrmn., Euclid-Glenville Hospi- 
tal, Euclid 19, ‘Ohio 

Arthur D. Barnes, Johns Hopkins Hospital, Bal- 


timore 5 

Burton 8. Lovell Jr.,. Hartford Hospital, Hart- 
for 

Leland J. Mamer, St. Luke's Hospital, New 
ork 


Joseph infirmary, 


Baptist Memorial Hospital, 


SUGGESTION! B-P CONTAINERS 
are all especially designed 
for convenience in con- 
junction with the use of 


You can rely on 


B-P FORMALDEHYDE 
GERMICIDE 


contains HEXACHLOROPHENE (G-11*) 


KILL vegetative pathogens and spore formers within 


5 minutes.” 


Kl LL the themselves within 3 hours.* 


KILL tubercle bacilli within 5 minutes.* 


*Trademark of Sinder Corp. 


- Used as directed, it will not injure keen cutting edges, points of 
hypodermic and suture needles, scissors and other ‘sharps’ . . . nor 


a rust, corrode or otherwise damage metallic instruments. 
IT’S THE ECONOMICAL ANSWER towards keeping annual costs 
for solutions and instrument replacement and repairs at a minimum. 
: | May be used repeatedly if we undiluted and free of foreign matter. 
*Comparative chart sent on request 
Ask your dealer 


PARKER, WHITE & HEYL, INC. 
Danbury, Connecticut, U.S.A. 


George H. 


MR. COLLINS 
Hospital 
Planning 

Herbert C. een. University Hospitals, Okla- 

homa Cit 

Daniel M. eal George F. Geisinger Memorial 

Danville, Pa. 


MR. COLMAN 
Government 
Relations 


R. Youngquist, Sharon General Hospital, 


Shoron, Pa. 


Committee on Hospital Architects’ 
Qualifications 
Listed under Standing and Board Committees 


Committee on Safety 

William ©. Bohman, chrmn., 
tal, Middletown, Ohio 
Harriet L. Aberg, Cottage Hospital, Galesburg, 


Alfred Paul Bay, M.D., 
Topeka 

Edward Grey Halstead, 228 N. LaSalle St., Chi- 
cago 

George K. Hiidcte, Memorial Hospital, Spring- 
field, Ill. 

S. P. Kingston, St. Mary's Hospital, Rochester, 


Middletown Hospi- 


Topeka State Hospital, 


Minn. 

John E. Paplow, Santa Barbara Cottage Hospi- 
tal, Santa Barbara 

Marian Rolen, National Safety Council, Chi- 
cago II 

Philip Seeskin, Presbyterian Hospital, Chicago 12 

F. A. Van Atta, National Safety Council, Chi- 
cago 

E. Welsh, Veterans Administration Central 

“Office. Washington 7 


Committee on Use of Radioisotopes in Hospitals 

Richard D. Vanderwarker, chrmn., Memorial Cen- 
ter for Cancer and lied Diseases, New 
York 2! 

Paul Aebersold, Ph.D. ootegpes Division, Atomic 


Energy Commission, Oak 


Albert Bacci, Schmidt, 
Chicago 3 
J. W. J. Carpender, M.D., Department of Radi- 


goer. University of Chicago Clinics, Chicago 


Charles L. Dunham, M.D., Division of Biology 
and Medicine, Atomic Energy Commission, 
Washington 

Frank E. Hoecker, Ph.D., University of Kansas, 
Lawrence 
Leon O. Jacobson, M.D.., angi of Medicine, 
University of Chicago, Chica 

Bertram V. Low-Beer, of Cali- 
fornia Medical Center, oy Francisco 22 

Clinton C. Powell, M.D. Clinical Center, Na- 
tional Institutes of Health, Bethesda, Md. 
Benjamin L. Smith, Voorhees, Walker, Foley & 
Smith, New York 17 

James G. Terrill, Radiological Health Branch, 
Department of Health, Education, and Wel- 
fare, Washington 25 


Committee to Write A Manual on Sevelepment 
of Architectural Programs 


William L. Wilson, chrmn., cm? Hitchcock Me- 
morial. Hospital, Hanover. 

Robert W. Skidmore. and Merrill, 
New York 

William G. lilinger. Glens Falls Hospital, Glens - 
Falls, N. Y. 

Aaron N. Kiff, York -< Sawyer, New York !7 

Norman, 8 $. Church St., Greenville, 


E. Todd. Wheeler. 265 Wood Court, Wilmette, Ili. 


American Hospital Association Representatives 
to Committees of Other Organizations 


Committee on Associations and Small Businesses 
of National Safety Council. 

William O. pean, Middletown Hospital, Mid- 
dietown, Ohi 

Committee on “industrial Conference of National 
Safety Council. 

William O. Middletown Hospital, Mid- 
dlietown, Ohio 

Committee on Life Safety of National Fire Pro- 
tection Association 

George H. Buck, University Hospital, Baltimore | 

mittee on Operating Rooms of Nttional Fire 

Protection Association. 

Buck, University Hospital, Baltimore | 


Memorial Hospital Associations. 
ashington 


(Continued on page 36) 
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Has What 
CHEMICAL DISINFECTION 
ng SHARP SURGICAL INSTR 


Introducing 
~Ohio-Scanian’s 


—revolutionaty new 


tra Strength. New TENSO-Pli sutures exceed 
.S.P. tensile strength requirements by 50% or more. 
; Smaller sizes can be used without risk of breakage, 
while reducing tissue reaction. 


ExQusive Replacement Guarantee. Only 

ay TENSQ.-Pli sutures carry strength-test results on the 
labels oKeach individual container, plus this exclusive 
guarantee :\"Should any TENSO-PIli sutures break dur- 


ing surgical use we will replace without cost.” 


= 


More Uniform Pliability. TENSO-Pli sutures 
have motg uniform pliability, regardless of size — re- 
quire p6 moistening, cause less tissue trauma, and 
persaft surgeon to use same pull in knotting sutures 
of any size. | 
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Improved Absorption Rate, TENSO-Pli sutures 
are straight chromicized by advanced Ohio-Scanlan 
methods to meet two requirements — maximum 
strength during healing period, followed by rapid 
| | absorption that virtually eliminates stitch abscess and 


See your local Ohio dealer for new Suture oe 
Catalog No. 2134 or write Dept. H-11. knot extrusion. 


On West Coast: Ohio Chemical Pacific Company, San Francisco 3 
In Canada: Ohio Chemical Canada Limited, Toronto 2 
Internationally: Airco Company International, New York 17, N.Y. 
in Cube: Compaitia Cubaiia de Oxigeno §.A., Prado 152, Habone 
OHIO CHEMICAL & SURGICAL SQUIPMENT COMPANY 
MADISON 10 © WISCONSIN or of Ale Compeny, inc.) RD 
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COUNCIL ON PREPAYMENT PLANS 


Additional features that make this Herb- 


Terms Expire 1957: 


Very Rev. Msgr. Edmund J: Goebel, dir. hosps., 
AND HOSPITAL REIMBURSEMENT Archdiocese of Milwaukee, Milwaukee 12 
Chrmn.: Madison 8. Brown, M.D., Hohnemann Ralph J. Hromadka, Santa Monica Hospital, 


Santa Monica 
Harry J. Mohler, 
Louis 4 


Joint Committee with American Dental Associa- 
tion, American Medical Association, Ameri- 
can Public Health Association, and American 
Public Welfare Association on Tax-supported 
Health Services for Indigent and Medically 


Medical College and Hospital. Philadelphia 2 


Secy.: Maurice J. Norby 

Function: To consider matters affecting hospital! 
prepayment and hospital reimbursement frorn 
ail sources, in the interest of promoting co 
operation between all groups concerned and 
of facilitating the distribution of a high quality 
of hospital care to all the people. 

j 
Terms Expire 1955: Indigent Patients 


Rufus Rorem, Ph.D., Hospital Council of Phila- Edison oo, Passavant Memorial 
» “Era Philadelphia 7 cago 


. K, Swanson, Swedish Hospital, Minneapolis 4 Hiram Sibley, Grace-New Haven 
New Haven 4 


Missouri Pacific Hospital, St. 


Hospital, Chi 


Community 


Hospital, 


Edward K.- Warren, Greenwich Hospital, Green- 


wich, Conn. Maurice J, Norby, American Hospital Associa 
tion, Chicago: 10 
Terms Expire 1956: 
Madison B. Brown, M.D. Hahnemann Medical COUNCIL ON PROFESSIONAL 
and Hospital, Philadelphia 2 PRACTICE 
James Richardson, Presbyterian Hospital, Char- 
lotte 4 Chrmn.: Albert W. Snoke, M.D., Grace-New 
Clyde L. Sibley, Baptist Hospital, Birminghom |! Haven Community Hospital, New Haven 4 ’ 


This Ingenious Little Device Ends Your 
Surgical Pump Problems—FOR GOOD! 


It’s the new Mueller Recirculating Oil System . 
which automatically maintains the pumps at top 
eficiency without any of the constant checking and 
frequent oiling most ether and vacuum units require. 
Instead, you simply change the oil in your pump unit 
two or three times a year, depending on frequency 
of use. That’s all! Oil reservoirs are easy to refill. The 
super-efhcient, non-petroleum lubricant is available 
everywhere, and is not expensive. Eliminating oil 
drip and spray in cabinet and pressure lines, too, 
this is the first really basic improvement in surgical 
pump construction in years (Pat. Applied For). It 
can mean much in time and equipment servicing 
saved in your operating rooms! 


And Only This All New 
HERB-MUELLER 


Explosion-Proof 


ETHER—VAPOR—VACUUM UNIT 
Gives It To You! 


Mueller Unit the preferred heavy duty 
equipment for combined ether anesthesia 
and surgical suction include: A special, 
slow-speed, long-life motor ... A power- 
plant so quiet, so vibration- free, the cabi- 
net does not need sound insulating! . 
Single, eye-level control panel, delivering 
controlled ether-vapor and constant vac- 
uum (to 25 inches Hg.) . Clear-view — 
operating assembly, with both quart and 
yallon bottles in full sight Quick- 
change bottle tops . . . A practically tip- 
proof cabinet, ether-proof, stain-resistant 
on noiseless, 4” conductive casters. Oper 
ates on 110-120 volts, 50-60 cycles, al- 
ternating current. 


Model AS-7 


ACCEPTED 


In Its Entirety As Suitable 
and Safe For Use In Your 
Operating Rooms 


330 SOUTH HONORE STREET Lf. 12, ILLINOIS 


Bui.t, Sold Direct, and Guaranteed, Simply 
The Finest In The Field . . . $595.00, com- 
plete, f.o.b. Chicago 
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FR. FLANAGAN DR. KLICKA 
Professional Professional 
Practice Practice . 

Secy.: Charlies U.. Letourneau, M.D. 

Function: To consider such matters relating to 
medical service as pathology, radiology, anes: 
thesia, physical medicine, dentistry, nursing, 
dietetics. social service, laboratory, pharmacy, 


outpatient, public health, con- 
rehabilitation. and 


medical records, 
valescent and chronic care, 
professional education. 


Terms Expire 1955: 
Lawrence J. Bradley, Genesee Hospital, 
ter 
Sister M. Michael, 
Philadelphi 43 
Russell A. Nelson, 
Baltimore 5 
Terms Expire 1956: 
Rev, Hector L. Bertrand, S.J.. Comité des Hépi- 
taux du Qyébec, Montreal 8 
Robert. R. Cadmus, M.D., North Carolina Me- 
‘morial Hospital, Chapel Hill 
Frederick T. Hill, M.D., Thayer Hospital, 
ville, Maine 


Roches- 
R.N., Misericordia Hospital, 
sires Johns Hopkins Hospital, 


Water- 


Terms Expire 1957: 


T. Stewart Hamilton, M.D., Hartford Hospital, 


Hartford {5 
Kar! S. Klicka, M.D., Pfesbyterian Hospita}, Chi- 
cagé 


Albert W. Snoke, M.D., Grace-New Haven Com- 
munity Hospital, New Haven 4 


Committee on Blood Banks 
Karl S. Klicka, M.D... chrmn., 
pital, Chicago 12 (1957) 
Hilda H. Kroeger, M.D., Elizabeth Steel Magee 

Hospital, serge 13 (1956) 
Frank C. Sutt tton, M.D., Miami Valley Hospital, 
Dayton 9 (1955) 


Presbyterian Hos.- 


Committee on Nursing 

Rev. John J. Flanagan, S.J., chrmn., Catholic 
Hospital Association, St. Louis 4 (also repre. 
senting Catholic Hospital Association (1957) 


Dean A. Clark, M.D., Massachusetts General 
Hospital, Boston 14 (1955) 
John G. Dudley, Memorial Hospital, Houston 2 


(also representing American Protestant Hospital 
Association) (1956) 

Wee H. Erickson, Orthopedic Hospital, 
19 

ey v. Hullerman, M.D., United Hospital Fund, 
New York |7 (1957) 

Albert W. Snok, M.D., Grace-New Haven Com- 
munity Hospital, New Haven 4 (1955) 


Seattle 5 


Hospital Association Representatives 
to Joint Committees with American 
Hospital Association 

Joint Committee for the Improvement of the 

Care of the Patient. 
Rev. John J. Flanagan, $.J., chrmn., Catholic 
Hospital Association, St. Louis 4 (also rap- 
resenting Catholic Hospital Association) (1957) 


Dean A. Clark, M.D.. Massachusetts General 
Hospital, Boston 14 (1955) 
John G. Dudley, Memorial Hospital, Houston 2 


(also representing American Protestant Hospi- 
tal Association) (1956) 
Orthopedic Hospital, 


Eva H. Erickson, Seattle 5 
(1956) 
Hugo V. Hullerman, M.D., United Hospital Fund. 


New York J7 (1957) 

Albert W. Snoke. M.D... Grace-New Haven 
munity Hospital, New Haven 4 (1955) 

Joint Committee for the Study of Surgical Ma- 
terials of American Standards Association. 
. H. Palmer, Hospital Bureau of Standards and 
Supplies. New York 17 


Joint Committee on Accreditation of Paramed- . 


ical Professions. 


rome Hale Jr.. M.D., Albany Hospital, Al- 

any 

T. Stewart Hamilton, M.D., Hartford Hospital, 
Harttord {5 


Carl C. Lamiey, Stormont-Vail Hospital, Topeka | 

Joint Committee with American Association of 
Medica! Social Workers. 

A. W. Eckert, Perth Amboy General 
Perth Amboy (1956 


(Continued on page 38) 
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Hours of labor time are spent When an oily floor dressing is 

in treating expensive floors for chosen that softens the wax 

slip-resistant beauty. ~* film or leaves an oily residue 


“HLSWEE the new, Safe way 


KEEPS” FLOORS to daily dust up! 


Leaves Floors 
Cleanly Fresh 
and Dust-Free 


A slippery floor con- 
dition results that 
oe may cause costly 


Will Not Soften Wax Film ' 
Leaves No Oily Residue s 


; And Here are Other Good Reasons 
with the Hillyard Maintaineer HIL-SWEEP is 
to demonstrate HIL-SWEEP on your floors 


There’s nothing. on the market to compare with Hil-Sweep for 
daily maintenance. Clear, transparent, clean-smelling, Hil-Sweep 
picks up dust, leaves a lustre-new look with no harmful effect on 

- your surface treatment. Surface treatment lasts longer. You save 
labor-time in sweeping and daily maintenance of your floors. Mail 
coupon below for a demonstration. Advice and help are free. 


develop a maintainer that would 
be safe for daily care of resilient and 


saturated with Hil-Sweep will 

ot burn, eliminates fire hazard in use 
or spontaneous combustion of mops 
in storage. No flash point. 


@ Contains = emulsified oils, leaves no 
pe 4 residue to darken, discolor, 
ten or bleed colors. 


Hillyard Chemical Co., St. Joseph, Mo. Dwhane it or sprinkle it on brush y mee 
| inion Please give me full information on Hil-Sweep. or dust cloth, = 
On your staff | Please have the Hillyard Maintaineer make a Won't load After using 
demonstration on my floors. No shake out and brush or cloth wendy 
to use again. Saves on 
| Address 
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T, Stewart Hamilton, M.0., Hartford Hospital, 
Hartford 15 (1955) 

Morris H. Kreeger, M.D., Michael Reese Hospi- 
tal, Chicago 16 (1956 

Peter Terenzio, Roosevelt Hospita!, New York {9 
1955 


with American Association of 


Nurse Anesthetists. ; 
A. C. Kerlikowske, M.D., University Hospite!, Ann 
rbor (1957) 
M.D., Johns Hopkins Hospital, 
Baltimore 5 (1956) 

Henry N. Pratt, M.D., Society of New York Hos- 
pital, New York 2! (1955) 

Joint Committee with American College of Radi- 


ol 
Genres A. W. Currie, M.D., Colorado General 
Hospital, Denver 20 (1955) 
Robert E. Griffiths, Memorial Hospital, Burling- 
ton, Wis. (1955) 

Gerhard Hartman, Ph.D., State University of 
lowa Hospitals, lowa City (| ; 

Morris H. Kreeger, M.D., Michael Reese Hospi- 
tal, Chicago 15 (1956) 

—_ Committee with American Dietetic Associa- 
tion. 

M. E. Knisely, chrmn., St. Luke’s Hospital, Mil- 
waukee 4 (1955) 


George &. Cartmill Jr., Harper Hospital, De- 
troit | 


Jane $. Davis, Pawating Hospital, Niles, Mich. 
1955 

Kar 4 Klicka, M.D., Presbyterian Hospital, Chi- 
cago 12 (1956) 


int Committee with American Medical Associa- 

a on Health Programs for Hospital Personnel. 

Hilda H. Kroeger, M.D., Elizabeth Steel Magee 

ital, Pittsburgh 13 
ity Hospital, New Haven 

Joint Committee with American Psychiatric Asso- 
iation. 

ea Hector L. Bertrand, $.J., Comité des Hépi- 
taux du Québec, Outremont, Montreal 8 

Sarah Hardwicke, “es American Hospital As- 

iation, Chicago | 

Arnold M.D. University Hospital, Sas- 
katoon, Sask. 

Joint Committee with American Society of Hos- 

Ph acists. 

advert M.D.. North Carolina Mermo- 
rial Hospital, Chapel Hill (1956) 

August R. Groeschel, M.D., Society of New York 
Hospital, New York 21. (1955) 

John J. Zugich, University Hospital, Ann Arbor 
(1955) 


One vacancy 


bove illustrat sition of Hydro-Feeder, Control Meter and Dip 
Cell mounted on an actual dishwashing machine. 


Cut dishwashing costs automatically ! 


End waste — measure washing powder automatically with 
Wyandotte’s Hydro-Feeder! It’s simple in design; foolproof 
in operation; a cinch to install on any make dishwashing 


machine! 


Controlling solution strength is important, too! Wyan- 
dotte’s Solution-Control Meter tells strength at a glance — 
on an easy-to-read dial marked: “Add — OK — Too Much. 


To start cutting costs right away with these Wyandotte 


mechanical-dishwasher appliances, just call your Wyandotte 
man, today! He’ll also demonstrate Wyandotte SALUTE” — 


the compound that ends stains on plasticware, china; makes 
all tableware sparkle! Wyandotte Chemicals Corp., Wyan- 
‘dotte, Mich. Also Los Nietos, Calif. Offices in principal cities. 


*REG. U.S. PAT. OFF. 


yandotte CHEMICALS 


SPECIALISTS IN DISHWASHING PRODUCTS 


American Hospital Association Representatives 
to Other Organizations 


Advisory Board for Medical Specialties 


Robin C. Buerki, M.0., Henry Ford Hospital, 
Detroit 2 

Albert W. Snoke, M.D., Grace-New Haven Com- 
munity Hospital, New Haven 4 

American Committee on Maternal Welfare. 

Hilda H. Kroeger, M.D., Elizabeth Steel Magee 
Hospital, Pittsburgh 13 

Nationa! Blood Foundation. 

Kari S. Klicka, M.D., Presbyterian Hospital, Chi- 
cago 

Charles U. Letourneau, M.D., American Hospital 
Association, Chica 0 

National intern Matching Pian, Inc. 

Kari S. Klicka, M.D., Presbyterian Hospital, Chi- 
cago 12 

Charlies U. Letourneau, M.D., American Hospital 
Association, Chicago 10 ° 


n Hospital Association Representatives 
to Committees of Other Organizations 


Advisory Committee on the Costs of Nursing 
Education of National League for Nursing. 

Hugo V. Hullerman, M.D., United Hospital Fund, 

ew York 17 

Advisory Council on Medical Education. : 

Robin C, Buerki, M.D., Henry Ford Hospital, 
Detroit 2 

Morris H, Kreeger, M.D., Michael Reese Hospi- 
tal, Chicago 16 

Albert W. Snoke, M.D., Grace-New Haven Com- 
munity Hospital, New Haven 4 

Advisory Council of National Federation of Li- 
censed Practical Nurses. 

Hugo V. Hulierman, M.D., United Hospital Fund, 
New York 17 

American Nurses’ Association. 

Advisory Committee for the Study of Nursing 
Functions. 
Hugo V. Hullerman, M.D., United Hospital Fund, 

New York 17 

Committee on Mental lilness. 

a Houser, M.D., Faulkner Hospital, Bos- 
ton 

Committee on Careers, National League for 
Nursing, representing the national nursing or- 
ganizations. 

Mrs. Amos F. Dixon, Newton Memorial Hospital, 
Newton, N. J. 

James E. Hague, American Hospital Association, 
Chicago 10 

Alfred Marshall, Grace-New Haven Community 
Hospital, New Haven 4 

Committee on Education and Registration of 
American Association of Medical Record Li- 
brarians. 

Charlies U, Letourneau, M.D., American Hospital 
Association, Chicago 10 

mittee on Health Careers of National Health 
Council. 

James E. Hague, American Hospital Association, - 
Chicago 10 

Charles U. Letourneau, M.D., American Hospital 
Association, Chicago 10 

mittee on Implantation of Materials of 
American Standards Association. 

H. Palmer, Hospital Bureau of Standards and 
Supplies, New York 17 

Council on Medical Education and Hospitals of 
American Medical Association. 

Albert W. Snoke, M.D., Grace-New Haven Com- 
munity Hospital, New Haven 4_ . 

Council on Rheumatic Fever of American Heart 
Association. 

. L. Harmon, M.D., Grasslands Hospital, Val- 
halla, N. Y. 

Council on Tuberculosis Nursing—Advisory to 
Joint Tuberculosis Nursing Advisory Service of 
National League for Nursing and Nationa! 
Tuberculosis Association. 

Gordon M. Meade, M.D., Trudeau Sanatorium, 
Trudeau, N. Y. 

Executive Committee of Fourth National Confer- 
ence on Health in Colleges. 

Robert R. Cadmus, M.D., North Carolina Memo- 
rial Hospital, Chapel Hill 

Executive Committee on Accreditation Policies of 
National League for Nursing. , 

eee J. Bradley, Genesee Hospital, Roches- 
ter 

John G. Ludiey, Memorial Hospital, Houston 2 

Very Rev. Msgr. Edmund J. Goebel, dir. Hosps., 
Archdiocese of Milwaukee, Milwaukee |2 

Hugo V. Hullerman, M.D., United Hospital Fund, 
New York 

William L. Wilson, Mary Hitchcock, Memorial 
Hospital, Hanover, N. H. 

Internship Review Committee of American Med- 
ical Association. : : 

Russell A. Nelson, M.D., Jahns Hopkins Hospital, 
Baltimore 5 

National Advisory Committee on Local Health 
Units of National Health Council. 

Hugo V. Hullerman, M.D., United Hospital Fund, 
New York 

National League for Nursing Accrediting Service, 
Department of Diploma and Associate Degree 
Programs Review rd. 

Philip D. Bonnet, M.D., Massachusetts Memorial 
Hospital, Boston 18 


(Continued on page 40 2 
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You can get along with almost any laundry washroom equipment. But, 


in quality work, equipment investment and labor cost! 


This is it... “full-automatic’’ American Cascade 
Unioading Washer and Notrux Extractor! 


World's Largest, 
Most Complete Line of Laundry 
and Dry Cleaning Equipment : 
NOVEMBER 1954, VOL. 28 : 


You can depend on your American Representative’s 
advice in your selection of equipment from the com- 
there’s only one washroom team that gives you the most for the least. . . 


ence in planning and equipping laundries, he can 
help solve your production problems. Ask for his 
specialized assistance anytime . . . no obligation. 


merican 


The American Laundry Machinery Company « Cincinnati 12, Ohio 
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7 COMMITTEE ON HOSPITAL wee Norman Kauffmann, Touro infirmary, New 
rleans 15 

ea AUXILIARIES Mrs. Arthur Slock, St. Luke's Hospital, Denver 5 
far Cherma.: Mrs, Cecil D. Snyder, Kenosha Hospital, Mrs. Alfred H. Taylor, Evanston Hospital, Evans- 
&; Kenosha, Wis. ton, Ill, 

Terms Expire 1957: 

i. Vice Chrmn.: Mrs. Edmund H, Smith, Seattle Mrs. George a Capen, Hartford Hospital. Hort- 
an General Hospital, Seattie 4 ford 15 

SS Secy.: Elizabeth M. Sanborn Mrs. James Enyart, Raymond Biank Auxiliary— 


Function: To develop programs designed to in- 
crease the value of hospital auxiliaries in all 
activities which will contribute significantly to 
better hospital! service. 


Terms Expire 1955: 

Mrs. Fred C. Baldwin, University Hospitals, Cleve. 
land 6 

Mrs. Frederick N. New England 
ical Center, Boston I! 

Mrs. Edmund H. Smith, Seattle General Hospital, 

Seattie 4 


Mrs. Cecil D. Snyder, 


Terms Expire 1956: 
Mrs. John D. Brockway, Hospital of the Good 


Kenosha Hospital, Kenosha 


lowa Methodist Hospital, Des Moines 14 
Mrs. A. C. Rood, Presbyterian Hospital Center, » 
Albuquerque 


STATE ADVISORY COUNSELORS 


The American Hospital Association, through its 
Committee on Hospital Auxiliaries, sponsors the 
state advisory counselor program as d way to 
stimulate the organization of hospital auxiliaries. 
to coordinate hospital auxiliary programs and to 
interpret continuously the effectiveness of hospital 
auxiliary service to the hospital and the com. 
munity. 

State advisory counselors are apipointed by the 
president of the American Hospital Association 
with the approval of the president of the state 
hospital association. The term of office is for one 


MRS. SNYDER 


Auxiliaries 


MR. OSEROFF 
Blue Cross 


The state advisory counselor becomes the liaison 
representative between the Committee on Women's 


Shepherd, Syracuse 10 year, from September to September. a Hospital Auxiliaries, the state hospital associa- 
tion and local auxiliaries. She is asked to coop- 
erate with the state hospital association in plan- 
ning meetings in conjunction with the district, 
state and regional hospital groups. The state ad- 
visory counselors are invited to participate in the 
Annual Conference of Hospital Auxiliaries held 
concurrently with the American Hospital annua! 
convention. 


This ishow I felt \ 
Monday mornings 
before I 
discovered. . 


1; Now...we have Sterilwraps! 
y Monday and everyday my work 


The state advisory counselors 
goes faster and smoother! 


named for the coming year will be 


published in December HOSPITALS. 


BLUE CROSS COMMISSION OF THE 
AMERICAN HOSPITAL ASSOCIATION 


Chrmn.: 
ciation of Pittsburgh, Pittsbur 

Dir.: Richard M. Jones, 425 Ave.., 
Chicago |! 

Function: To receive and study applications from 
nonprofit hospital’ service Plans for approve! 
or annual re-approval by the American Hos- 
pital Association as Blue Cross Plans, and to 
make recommendations regarding approval to 
the Association's Board of Trustees. To secure 


Abraham Oseroff, Service Asso- 


Safe, Re-usable, Economical Wrappers 
The Nurse’s Choice for Hospital Efficiency 


FOR WRAPPING PACKS TO BE AUTOCLAVED 


ju 


the widest possible public acceptance of the 
principal of voluntary nonprofit health service 
> prepayment. To accumulate and make avail- 


able to Blue Cross Plans such. statistical data 
Teke pller Resp and other information of interest to the field 

— as may seem desirable or necessary. To initiate 
Cost less per use then edbiisctilines - and administer such national programs calling 
enatiien, ihe te epaed. \ for joint action by Blue Cross Plans as may 
be agreed upon by the Conference of Plans 
To provide consultative service to approved 
Plans and to nonprofit hospital service Plans 
e) which are considering applying for approva! 


sewing room can’t deliver. 


= 


. 


long as necessary. 


Won't stiffen or crack; easy to hand 


Use Steriiwrap fhe sqme 


or procedure. 


as Blue Cross Plans. 


Executive Committee 
Abraham Oseroff, chrmn., 
ciation, Pittsburgh 19 
Robert T. Evans, vice chrmn., 
Hospital Care, Chicago 
Carl M. Metzger, treas., Hospital Service Corpo- 

ration of Western New York, Buffalo 2 


Commission Members 


Terms Expire 1955: 
Frank F, Dickson, Northwest Hospital Service, 
Portland 7 


STERILWRAPS are guitabie for wide 
range of and instruments a 
Lumber Puncture Sets (ebove), intr Hospital Service Asso- 
Sets Sets. etc 


Blue Cross Plan for 


of re-usable Sterilwraps is the 


complete cost! 


Charles Garside. Associated Hospital Service of 
New York, New York 1I6 
to-vse, availabe Roger W. Hardy, Massachusetts Hospital Service, 
; ERILWRAP Envelopes end Glove Cases insure Boston 6 
sterility retention Eimer F. Nester, Group Hospital Service, St. 
Louis 
- Rt. Rev. Msgr. George Lewis Smith, diocesan dir.. 
> Catholic Hospitals, Aiken, S. C. 
- James €. Stuart, Hospital Care Corporation, 
Cincinnati 6 - 
ts D. Lane Tynes,. Blue Cross Hospital Plan, Louis- 
an. ville 2 


Terms Expire 1956: 


Kenneth B. Babcock, M.D., Joint Commission on 
Accreditation of Hospitals, Chicago || 

Arthur alvin, Minnesota Hospital 
Association, St. Pau! 4 

Robert T. Evans, Blue Cross Plan for Hospita! 
Care, Chicago 90 

John R. Hill, Tennessee Hospital Service Associa- 
tion, Chattanooga 2 

Carl M. Metzger, Hospital Service Corporation 
of Western New York, Buffalo 2 

Abraham Oseroff, Hospital Association. 
Pittsburgh 22 

Ruth Cook Wilson, Maritime Hospital 
Association. Moncton, N. B. 


Term Expires 1957: 
Basil C. Maclean, M.D., Commissioner of Hos- 
pitals of New York. New York 13 


Term Expires 1958: (To take effect at the 1955 
Annual Conference of Blue Cross Plans) 

Rt. Rev. yn John W. Barrett, dir, hosps., Arch 
diocese o Chi icago, Chicago 5 


Service 


Send today for your FREE SAMPLE > 


EST KIT, folder and price list. You 
owe it to yourself and your hospital to 
use the wrappers that save time, space, 
money and work. 


Test Sterilwraps, yourself | 


Service 


MEINECKE & COMPANY 


Serving The OF Apeerico For Mare Thom 


225 Varick St., New York 14 * 736 E. Washington Blvd., Los Angeles 21, Calif. 
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pruf 


Stay in Place During Surgery 


Exclusive beadless flat-banded cuffs stay in place 
over surgeon's sleeves, no roll to roll down. Flat 
banding also strengthens cuffs —reduces tearing, 
adds to glove life. 


PIONEER Processed virgin latex or soft texture 
non-allergic neoprene retains high strength, elasti- 
city even after many extra sterilizations. Extreme 
sheerness provides utmost fingertip sensitivity, al- 
most bare hand dexterity. 


Multi-Size markings clearly printed across cuffs 


simplify, speed up glove sorting—reduce hospital 


labor costs. 


Specify PIONEER Rollpruf Surgical Gloves —avail- 
able from stock at leading Surgical Supply Houses. 


PIONEZR 


Surgical Gloves 


New rough texture grip on fingertips and palm 
— easier, surer handling of instruments and moist 
tissue. Beadless flat banding —Multi-Size mark- 
ings. Finest sheer natural latex, 
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Convention proceedings 


Are co of the complete proceed- 
ings of the American Hospital Associ- 
ation’s convention available? 


The Association several years 
ago discontinued its practice of 
publishing complete proceedings 
of its annual conventions. During 
the four-day annual meetings, the 
Association’s House of Delegates 
convenes three times for approxi- 
mately one-half day each time. 
Since the House is the supreme 
legislative body, verbatim tran- 
scripts are made of its meetings, 
and each of the 101 delegates re- 
ceives a copy. Because of expense 
and limited utility, copies are not 
mailed to the membership at large, 
but members may, without charge, 
borrow a copy from the Associa- 
tion’s library for one month if they 
wish to review the deliberations 
of the House. 

Speeches or similar presenta- 
tions in the professional sections of 
the convention are not reprinted as 
a rule. Some papers are published 
in HOSPITALS, the journal of the 
Association. Also, a 16-page resume 
of the convention was published in 
the October issue of HOsSPITALS.— 
HOWARD F, Cook. 


Charges to patients 


What is the usual policy in hospitals 
on charging B yey or the days of 
admission and of discharge? 


The 1951 American Hospital As- 
sociation Rate Survey contains the 
most recent statistics on hospital 
policies on charges for days of ad- 
mission and discharge. In 1951, 
59.1 per cent of the reporting hos- 
pitals charged for the day of ad- 
mission or the day of discharge 
but never both. Further, the sta- 
tistics show that 15.9 per cent of 


information provided in this department is hypo- 
theticel in cherecter, and any replies that may 
involve legel aspects ere purely incidental and 
should not be construed as legal advice. When in 


doubt if is suggested thet the hospital attorney 
be consulted. 
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the reporting hospitals charged a 
full day’s rate for the day of dis- 
charge and 11.2 per cent charged 
a part day’s rate for the day of 
discharge, in addition to a charge 
for the day of admission, when 
the patient stayed after the stated 
check-out hour. Only 4.5 per cent 
of the reporting hospitals routinely 
charged for the full day of dis- 


charge in addition to the day of . 


admission. 

The general pattern seems to be 
that hospitals usually charge for 
the day of admission but not the 
day of discharge. From the stand- 
point of public relations, as well as 
from that of treating the patient 
fairly, it would be unwise for a 
hospital to charge for all or part 
of the day of discharge if the pa- 
tient had to stay beyond the 
check-out hour due to circum- 
stances which are the responsibility 
of the hospital or its staff.—RONALD 
A. JYDSTRUP. 


Signatures on bylaw changes 


Must changes in the bylaws of the 

hospital be signed by members of the 
medical staff? 
Individual signatures of the 
medical staff on the bylaws of the 
hospital are required every time 
a change is made in the bylaws. 
This is the only way that evidence 
can be presented that a physician 
knew of the changes. Some legal 
suits have been lost because the 
hospital was unable to prove that 
the physician knew of the exist- 
ence of a change and hence had 
breached a regulation.—CHARLES 
U. LETOURNEAU, M.D. 


List of hospital auxiliaries 


Where may we find a list of hospi- 
tal auxiliaries? 

The listing of American Hospi- 
tal Association Type V Institution- 
al Members, hospital auxiliaries, is 
always published in Part II of the 
June issue of HOSPITALS magazine. 


The current listing can be found 
on page 257 of the 1954 issue.— 
ELIZABETH M. SANBORN, 


Public relations aids 


We are establishing a public rela- 
tions department in our hospital and 
would appreciate any suggestions or 
aids that you might have. 

Public Relations—Telling Your 
Hospital Story will help you in 
your public relations program. 
This book contains a series of six 
kits and six bulletins, each on a 
specific aspect of hospital public 
relations, with suitable material 
for reproduction or adaptation. 
Specifically, the six kits cover em- 
ployees; patients; auxiliaries; Na- 
tional Hospital Day (now National 
Hospital Week); church, school, 
and civic groups; and _ special 
events. The bulletins are concerned 
with public relations media—press, 
radio, and films. It is published by 
the American Hospital Association 
and may be purchased for $5 

In Part II of the June, 1954 is- 
sue of HOSPITALS, titles of a num- 
ber of other publications of the 
Association that you will find help- 
ful appear on page 313. 

Also, the Association library will 
prepare and mail to you on loan 
a kit containing published articles 
on various facets of a successful 
public relations program. This, too, 
should be of considerable assist- 
ance to you.—J AMES E. HAGUE. 


Patient opinion questionnaire 


We are interested in obtaining the 
opinions of our patients about the 
quality of the services they received 
while being treated in the hospital. Do 
you have any suggestions about the 
best ways of getting their opinions? 


Patient opinion surveys are be- 
ing utilized widely by hospitals as 


a means of finding out what pa- 


tients think of services rendered 
to them. 

The American Hospital Associa- 
tion has designed a patient opinion 
questionnaire, and it is available. 
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“Only Abbott offers 


Administering Blood 


WMharcuever system you prefer for administering blood, Abbott 
has specialized equipment to meet your needs. All three units offer 
you special extra advantages in efficiency. The flexible plastic filter 
chamber, for example, may be used to solve the filter clogging 
problem. The finely-machined cannula serves to pre-strain blood, 
plasma or serum before it reaches the filter. All units are sterile, 
pyrogen-free and ready-for-use. Because of its unusual simplicity, 
Abbott equipment is especially convenient for clinic and hospital. 
_ For a demonstration, ask your Abbott representative or 

write us direct, Abbott Laboratories, North Chicago, II. 


investigate the complete ABBOTT 1.V. LINE 


Y -T'ype Primary Series Hookup 
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to hospitals at a nominal cost. The 
price of the questionnaire is $5 per 
100, and orders can be placed di- 
rectly with the Association. If you 
wish ygur hospital name printed 
on the questionnaire, there is an 
additional charge of $5 per 1,000 
for the name imprinting. — JOSEPH 
A. WILLIAMSON. 


X-ray interpretation fees 


Ours is a small-town hospital with 
no radiologist. General practitioners 
must interpret their own films taken 
at the hospital. Is the general practi- 


titled to a portion of the hospital fee 
for the x-ray as payment for inter- 
pretation services? 

It is not unusual for general 
practitioners to interpret x-ray 
films on their own patients in 
small-town hospitals where no 
radiologists are available. In such 
instances the interpretation of the 
x-ray film is only a part~of the 
service rendered to the patient by 
the physician, and the charge for 
such interpretation is included in 
his general fee. 

Where a general practitioner is 
functioning as a consulting radi- 


tioner who interprets these films en- 


PROVED 
A MILLION-FOLD 


R 

FOR 

SURGICAL 

HOSPITAL 
3 TYGON Tubing has been proved more than a million times over 
a in blood transfusions, intravenous feedings, and hospital labora- 
= tory work. It has been proved most practical. It has been proved 
is completely safe. It is fully and widely accepted by hospitals and 

surgeons. 


TYGON surgical Tubing is completely non-toxic—fully steriliz- 
Oe able with steam or bactericides. It does not react with whole 
eee blood, blood plasma, saline, glucose and other solutions. It con- 
| tains no pyrogen producing bodies. It does not coat. It drains free. 
TYGON Tubing is fully flexible and non-kinking — goes from 
anywhere to anywhere. Its high translucency permits full solution 
visibility—accurate flow control. Its smooth surfaces stay smooth 
—flush clean easily. Its non-oxidizing characteristics give it long 
life. 


TYGON Tubing may be obtained from your usual surgical and 
hospital supply dealer. 


STONEWARE 


AKRON 9, OHIO 


PLASTICS 
s 
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ologist, the situation may be some- 
what different. If the general prac- 
titioner is interpreting all the x- 
ray films, some method of reim- 
bursement for his services should 
be made with the hospital or with 
other physicians in the community. 
There are many ways in which re- 
imbursements can be made, and 
these are subject to local arrange- 
ment. I would advise you to con- 


sult with all interested parties.— 


CHARLES U. LETOURNEAU, M.D. 


Property records for insurance 


In an attempt to arrive at a closer 
estimate of the value of hospital equip- 
ment for insurance purposes, we are 
undertaking a study of all of our physi- 
cal facilities. We would appreciate in- 
formation on this subject. 

Accurate records of physical 
equipment are desirable since most 
property insurance provides for 
loss payment on the basis of actual 
cash value. This is generally con- 
sidered to be replacement cost less | 
depreciation rather than purchase 
price less depreciation. Thus, the 
insurable value and the book value 
are usually different. Furthermore, 
your insurance contract probably 
provides that, in the event of loss, 
you must supply a complete inven- 
tory of destroyed, damaged and 


undamaged property, showing in 


detail quantities, costs and actual 
cash value. Adequate records are 
even more important if your policy 
contains a co-insurance clause. 

There are commercial organiza- 
tions that, for a fee, will inventory, 
appraise and determine the insur- 
able value of your hospital’s prop- 
erty. They provide and will main- 
tain the system and forms neces- 
sary to establish and perpetuate 
these records. 

If you desire to undertake this 


job yourself, there are several peo- 
ple who can assist you. The agent 


or broker who places the insurance 
for your hospital can explain your 
responsibilities as a party to an 
insurance contract. Aside from 
other aid he may be able to render 
in the inventorying of your prop- 
erty, he may wish to call in field 
representatives or engineers of in- 
surance companies with whom he 
conducts his business. 

If you employ a firm of account- 
ants to make your annual audit, | 
they should be able to supply in- 
formation about the value of your 
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COMPARISONS PROVE SEMPRA 
INTERCHANGEABLE SYRINGES BETTER 6 WAYS 


To get maximum value for your syringe dollar... compare... 


comparisons will prove SEMPRA’S better 6 ways: 


Longer Lasting Ground Glass Surfaces—Natural or ‘‘clear’’ glass has a wavy, 
uneven surface. Micro-precision grinding removes such surface imperfections. 
Ultra-gauging controls micro-precision grinding . . . sires SEMPRA'S smoother 
action. 


Universally Interchangeable—The micro-precision grinding. of SEMPRA’S 
makes universal interchangeability possible. 


Continued Interchangeability—7 years field experience proves, given rea- 
sonable care, long service improves the ice-hard, silk slick finish so that after 
years of service they still interchange and still meet Federal specifications. 


Parallel Sides—Only ground glass surfaces can be absolutely parallel, assur- 
ing you freedom from constriction. 


Longer Life—-SEMPRA'S ground glass surfaces are free of scratches, therefore 
alkalis frequently present in sterilizing media get no foothold to cause dan- 
gerous pits. 


Accurate Dosage—Because they conform to only one set of tolerance speci- 
fications, they're uniform in volume. 


Yes, you get all these advantages plus many other extras when you specify 
SEMPRA’S, the original enn syringe. Try some to-day and see 
how much you save tomorrow. 


(3B) BISHOP & CO. PLATINUM WORKS mevicat provucts pivision + MALVERN, PA. 
A ‘ 


‘NOVEMBER 1954, VOL. 28 


a 
“OR. 
| 
ff Da 4 >I a 
x 
a Pp 
J 
ix 
Se | 
: 
45 


A 
of 3 
© 


aS 


existing equipment. The salesmen 
who furnish your new equipment 
and catalogs from supply houses 
should provide information on re- 
placement costs. 

For source material on plant 
ledgers, methods of calculating de- 
preciation on the various forms of 
hospital property, and a guide to 
classification of hospital property, 
consult the Handbook on Accovnt- 
ing, Statistics and Business Office 
Procedures for Hospitals, published 
by the American Hospital Associa- 
tion in 1950—particularly pages 


62, 65, and 109 through 148.— 
WILLIAM _T. ROBINSON. 


Medical records to trustees 


I am seeking information and pro- 
fessional advice on a problem that has 
concerned me for some time in con- 
nection with the release of informa- 
tion from the patients’ charts to spe- 
cifie sources, Although our hospital is 
owned, controlled, and operated by an 
educational institution, only 2 per cent 
of our patients are students, and it is 
with this 2 per cent that our problem 
lies. We do not have a board of 
trustees in the usual interpretation of 
such a body. The president and the 
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New 


PARCOA 


System 


Operates Hospital Parking Lots 


Automatically 


WITHOUT ATTENDANTS 


Here’s the practical solution to your hospital parking problem, as 


already proved in actual service. 


The amazing new Parcoa system does the job safely, economically 
and dependably—without attendants. A simple electrical mechanism 
controls entrance and exit gates, actuated by card-keys* issued only 


to authorized holders. 


Parcoa equipment is low in first cost. Easy to install. Requires 
minimum maintenance. No attendants needed. No help problem. 
Coded card-key can be changed as desired. 


Write today for illustrated brochure 
and name of nearest distributor. Tech- 
nicolor sound film available for special 


showing to your group. 


PARKING CORPORATION OF AMERICA 


Division of Johnson Fare Box Company 
4619 North Ravenswood Avenue, Chicago 40, Illinois 


*Your choice of controls (coin, 
card or any combination) makes 
readily adaptable 


to your requirements. 


Sales and Service Offices in Principal Cities listed under BOWSER, Inc. 


business manager of the school act in 
that capacity, with the business admin- 
istrator and the medical director of 
the hospital responsible to them. If, in 
the case of disciplinary action involv- 
ing a student, the hospital should be 
requested to divulge to the president or 
dean of the school information regard- 
ing the student’s medical record, to 
what extent may we release such medi- 
cal information to these individuals? 

There are two considerations in- 
volved in your question. The first 
is that the board of trustees of any 
hospital undoubtedly has the right 
to whatever information is neces- 
sary concerning patients treated in 
the hospital in order to discharge 
their obligations as trustees. When 
they function as trustees of the 
hospital, therefore, they must have 
access to information concerning 
the service that was performed by 
the hospital or in the hospital. 

On the other hand, when infor- 
mation is required by members of 
the board of trustees that is not to 
be used in the ordinary course of 
the activities of trusteeship, the 
situation would seem to be altered. 
Information required about pa- 
tients for purposes other than dis- 
charging the obligations of trustee- 
ship should not be related. 

An analogy is to be found in the 
case of the industrial physician. 
In most industries the industrial 
physician keeps as confidential all 
records concerning the employees 
of the company. Their content is 
never revealed. All that the man- 
agement can expect is a recom- 
mendation about the fitness of the 
employee for a certain job. 

In some large educational insti- 
tutions an infirmary is maintained 
for sick students. In such instances 
the records are confidential and are 
considered to be part of the records 
maintained by the physician. They 
are not available to the manage- 
ment of the institution. It would 
thus seem to me that when records 
are desired for disciplinary pur- 
poses, they may not be released 
to the disciplinary body. In such 
a case the proper course of action 
for the disciplinary body to take 
is to request the physician who at- 
tended the student to make a re- 
port on the student and to divulge 
whatever information he feels that 
he may with due regard to his — 
observance of the code of ethics of 
the medical profession.—CHARLES 
U. LETOURNEAU, M.D. 
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. 2 superior source 


of intravenous calories 


Levu 


(FRUCTOSE. MEAD) 


THE FIRST PURE FRUCTOSE FOR INTRAVENOUS INFUSION 


ofs “Fructose is more rapidly metabolized and more rapidly converted to liver 
glycogen than is dextrose. When infused at comparable rates, it results in 
lower levels of blood sugar and less urinary spillage.” 3 


‘Fructose is metabolized or converted to glycogen in the absence of in- 
sulin, but the clinical application of this has not been fully determined.” 


‘Fructose can be infused at the same rate as but in twice the concentration 
of dextrose, with better retention and less disturbance of fluid balance.” 


“Thus fructose can be employed safely to supply calories more rapidly 
than either dextrose or invert sugar (half dextrose and half fructose) and to 


provide more nearly the carbohydrate requirements of patients who need 
parenteral alimentation.” 


>k Council on Pharmacy and Chemistry: J.A.M.A. 153: 274 (Sept. 26) 1953. 


| Levugen (Fructose, Mead) is available in 10% solutions, in 1000 cc. flasks. 


Parenteral ols Yiwision, MEAD JOHNSON & COMPANY EVANSVILLE, INDIANA, U.S.A. MEAD) 
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DR. MacEACHERN PORTRAIT 


A reproduction of the beautiful four color 
portrait of Dr. Malcolm T. MacEachern—appearing on 
page 71 of this issue of HOSPITALS—is | 

2 available to his many friends. 3 

HOSPITALS will send an 8%” x 11%" print 

with margins suitable for framing for a total - 

cost, including mailing, of $1.50. 

(Special quantity price: 3 for $3.50) 


HOSPITALS, 
the journal of the American Hospital Association ORDER 
18 East Division Street, Chicago 10, Illinois 
COUPON 
NAME 
FOR 
HOSPITAL | 
STREET DR. MacEACHERN 
CITY sine ZONE............ STATE | FOUR COLOR 
Please enclose $1.50 money order PRINT 


or check payable to the American 
Hospital Association with order. 
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PHARMASEAL 


disposable 
TS: 4 FLUID OL 


“FOR RECTAL 
ADMINISTRATION ONLY 


Gier 


Pharmaseal Enema 
safe, fast, effective 


evacuation 


LACES THIS 


PHARMASEAL LABORATORIE s 
Subsidiary of Don Baxter, inc. 
1015 Grandview Avenve, Glendale |, California 
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quality construction. 
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Laboratories 


Nurse’s aid cleaning Monel autoclave at 
Long Island Jewish Hospital 


Because door, inner chamber, steam jacket, and 
the tray used in this unit are easy-to-clean 
Monel, her job is much easier, her 

work capacity higher. 


‘New Hospital 
builds for the future 


with Ohio-Scanlon 
Monel sterilizing 
equipment 


Glen Oaks, Long Island, is growing by leaps and 
bounds. 


The community’s ultra-modern Long Island Jew- 
ish Hospital, opened last May, is designed to keep 


pace. 


Right now it has 214 beds but its planners have 

provided for step by step expansion to 500-bed 

| capacity. Both central service areas and central 
service equipment are set up with this in mind. 


In Central Sterile Supply, for example, three 
| cylindrical Monel pressure sterilizers and one 
> Nickel-Clad large capacity rectangular unit will 
handle the anticipated load for a long time ahead. 
Monel trays, racks and holders of many sizes and 
shapes serve the units. 


In the cylindrical. units and auxiliary equipment 
| ; Ohio Chemical and Surgical Equipment Company 
1 uses Monel to give a high degree of corrosion re- 
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sistance combined with high mechanical properties. 
Monel can’t rust, isn’t harmed by saline or other 
hospital solutions. It doesn’t stain loads. It’s al- 
ways easy to clean and requires little maintenance. 
Monel sterilizers last for decades. 


In the larger rectangular unit Ohio uses Lukens 
Nickel-Clad Steel to provide these same benefits in 


a thick-walled unit with maximum economy. 


When you plan new facilities, plan to use Monel ~ 


and Nickel-Clad equipment. 


For information on Ohio’s latest developments 
in sterilizing, write Ohio Chemical and Surgical 
Equipment Company, Division of Air Reduction 


Co., Ine., Dept. M, Madison 10, Wisconsin. 


The INTERNATIONAL NICKEL COMPANY, Inc. 
67 Wall Street New York 5, N. Y. 


INCO, NICKEL ALLOYS 


TRADE MARE 


for low maintenance sterilizers 
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Technic “for rapid resolution of 
necrotic carbuncles and furuncles 


Mixture of antibiotic and NOVOCAIN solution in hypodermic injection of combined | 

around periphery of carbuncle 
SIMPLE, EFFECTIVE, USEFUL 


Injection of an antibiotic dissolved in NOVOCAIN® solution around the periphery of 
the zone of induration considerably aids in checking spread of necrosis and of the 
infective process, as detailed in a recent medical report, J.A.M.A., 153 :1253, Dec. 5, 1953. 


PROCEDURE: 


‘1. Penicillin and bacitracin injected directly into the center of furuncles and carbuncles 
often halts bacterial action abruptly and checks further spread of necrosis if the 
causative agent is sensitive. | | 

2. If a wide zone of induration and a small central area of necrosis are present, the 
antibiotic dissolved with NOVOCAIN sofution may be injected around the periphery 
with rapid resolution of the process. | 

8. In the treatment of abscess cavities, the pus may be aspirated and the antibiotic 

instilled and reaspirated mixed with pus. 

Procedure should be repeated if and when there is a reaccumulation of pus. 

5. If there is a wide zone of cellulitis or other indications of peripheral spread or sepsis 

occur, the systemic administration of antibiotics is indicated. 


A special illustrated folder, giving detailed explanation of this and 
other anesthetic technics, 1s available on request. 
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NOVOCAIN® 


Supplied as: 
Novocain crystals in ceramic imprinted am- 
puls, each containing 50 mg., 100 mg., 120 


mg., 150 mg., 200 mg., 300 mg., 500 mg. and . 


1 Gm, Also Novocain solution 10 per cent, 
ampuls of 2 cc. (200 mg.). 


Novocain solution 1 per cent and 2 per cent 
in ceramic imprinted ampuls and in vials of 
30 cc. and 100 cc. Plus other concentrations 
and forms with and without vasoconstrictors. 


Novocain (brand of procaine hydrochloride), : 
Pontocaine (brand of tetracaine) and Niphanoid, 
trademarks reg. U. S. Pat. Off. 


WINTHROP-STEARNS INC. 
1450 Broadway, New York 18, N. Y. 


wintTHROP 


HYDROCHLORIDE 


PONTOCAIMNE 


NOVOCAIN 


PONTOCAINE® 
hydrochloride 
5 Hour Nerve Block 
For surgical, diagnostic and therapeutic nerve block, 
for continuous caudal analgesia and for infiltration — 
0.15 per cent solution, vials of 100 cc.; “Niphanoid,”® 
ampuls of 250 mg. 

For 2 to 3 Hour Spinal Analgesia 
“Niphanoid” 10 mg., 15 mg. and 20 mg.; 1 per cent 
solution, ampuls of 2 cc. (20 mg.); 0.2 per cent in 
dextrose 6 per cent, ampuls of 2 cc. (4 mg.) ; 0.3 per 
cent in dextrose 6 per cent, ampuls of 5 cc. (15 mg.). 
\ (Supplied in ceramic imprinted ampuls) | 

For Topical Application 


0.5 and 2 per cent solutions; 0.5 per cent eye sintsnent: 
0.5 per cent compound ointment 


NOVOCAIN AND PONTOCA! 


Dependable anesthetics for 
technics as well 
as standard 
_ procedures, 


PONTOCAINE 
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TERMINAL 


EASY TO OPERATE 
The control ponel of the 
ideal Terminal Sterilizer 
gives complete operating 
instructions: 

the drain valve 

2?——Insert baskets 

3— Set timer switch to 

4—~Turn the master switch 


on. 
if nurge does not return 
for hours, the formula 
still is safely kept cool 
within the interior of 
the sterilizer. 


¥ only $900.00 each if two or 
more units purchased by one hospital. 
All prices F.0O.B. factory. Ask your 
nearest dealer, or write wus 

for additional information. 


HOSPITAL EQUIPMENT 


TERMINAL STERILIZER — MODEL TH48 
Automatic operation and cooling provide an exceptionally safe 
and sterile formula. Capacity 48 or 70 botties per load. 


INCREASED DEMAND FOR THE eead TERMINAL STERILIZER — 
THE ONLY INFANT FORMULA STERILIZER THAT AUTOMATICALLY 
STERILIZES AND COOLS THE FORMULA IN THE SAME UNIT —_ 
MAKES THIS NEW LOW COST POSSIBLE. 


These outstanding advantages over out-dated methods of 
sterilization are more reasons why leading hospitals everywhere 
are installing Ideal Terminal Sterilizers: 


SPACE-SAVING — The unit is 20” x 40” 
and needs only that much floor space. 
Additional units can be stacked on top, 
thus increasing capacity without requir- 
ing more space. 


LESS INSTALLATION — Easy to install. 
Requires only 220-V outlet. Cold water 
inlet, vent and drain. 


SAFE AND SIMPLE TO OPERATE — 
Requires no trained personnel, no con- 
stant attention. A novice can learn to 
operate it in a few minutes. After switch 
is turned on, the nurse is free to assume 
other duties in the formula room or 
nursery. (See illustration at left). 


- DESIGNED SPECIFICALLY FOR THE PUR- 


POSE — Ideal is the only sterilizer made 
to sterilize infant formula exclusively — 
and to sterilize and cool in the same unit. 


NON-PRESSURE STEAM STERILIZATION— 
Assures safe, sterile, uniform formula. 
No bottles are broken by heat, no car- 
melization, no steamlines required. 


MORE ECONOMICAL — Less initial cost, 
less Operating cost. Anybody can oper- 
ate it. Since it is automatic, nobody 
needs to watch it. Savings in the first 
year should more than pay back the 
initial cost. 


Made only by the 


SWARTZBAUGH 


MANUFACTURING 
COMPANY 


MURFREESBORO, TENN. 
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New York’s famed Mt. Sinai Hospital has pioneered in the appli- 
cation of electronic voice communication. Starting 14 years ago 
with its first Executone Intercom System in the Radiology Depatt- 
ment, Mt. Sinai quickly extended the use of this modern time- 
saving equipment. | 

Today, Executone is an integral part of Mt. Sinai, serving the 
entire hospital. With 325 beds already served by Executone’s Audio- 
Visual Nurse Call System, Mt. Sinai has applied other Executone 
intercom and sound systems to its many services and departments. 
Thousands of needless steps are saved daily at Mt. Sinai with 
Executone—clear, distinct two-way conversations take place at the 
touch of a button. The over-all result is more personalized patient 
care and improved administrative efficiency. 


How Mt. Sinai Hospital gains 
nursing time, cuts foot travel, 
speeds all services! | 


“IS MY DOCTOR EXPECTED ?” 


. AUDIO-VISUAL NURSE CALL SYSTEM. At Mt. Sinai, Executone’s two-way voice communication between patient 
and nurse cuts nurse’s foot travel more than 60%...allows nurse more time for actual patient care. 


Hospitals throughout the nation have discovered the effective- 
ness, economy and complete dependability of Executone for all 
services. Executone’s Audio-Visual Nurse Call System alone is now 
serving over 12,000 hospital beds. Find out—without any obligation 
—how Executone can work for you as it does for Mt. Sinai and the 
entire hospital field. Write to Dept. L-6 for further information: 
Executone, Inc., 415 Lexington Avenue, New York 17, N. Y. 

(In Canada—331 Bartlett Avenue, Toronto.) . 


HOSPITAL COMMUNICATION SYSTEMS 


CENTRAL KITCHEN COORDINATION. An average of 
6600 meals are served daily, Executone speeds activi- 
ties with communication between Steward, Dietitian, 
Food Preparation and Serving areas, 


ON-CORRIDOR PAGING. Doctors’ paging calls at 
it. Sinai are reproduced at Nurses’ Stations—not in 
atient Corridors. (Arrow indicates paging unit.) 


RADIOLOGY TRAFFIC CONTROL. Handling 
of patients coordinated through Executone 
between technicians, Reception area, Dark 
room, Film Files, and Chief Radiologist. 
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N OW there’ Sa POLAR WARES 


Needle and Syringe ‘Sterilizer 


you can assemble—-and carry—24 syringes 
and needles for hypodermic injections in one handy, 
compact sterile box, think of the steps that you save, 
the time that you gain wherever you work... in 
ward rooms, central supply, surgery or outpatient 
clinic. Even more, there is no need to wrap syringes 
or needles for sterilizing — for this Polar sterilizer 
of heavy gauge stainless steel is designed for auto- 
claving. It provides individual syringes and needles 
ready for instant use without breaking the sterile 


Polar $-405 Needle and Syringe Steril- 
izer — with slide-on cover. Rack holds 
24 needles and 24 syringes — either 2CC 
or 5CC, or a combination of twelve 2CC 
syringes and twelve 5CC syringes. 


field. And because it’s Polar Ware, you know it's 
right. Pans, covers and racks have well-rounded 
corners for safe and easy cleaning. Pan bottom is 
paneled to permit stacking. Time and again this 
Polar sterilizer will repay its small cost over the 
years that it will serve you. 


Ask the supply house men who call about this 
functional, practical new addition to the Polar line. 
You'll find the best of them carry ny 

Polar Ware. Ny? 


Polar Ware 


*Designates office and warehouse 


Angeles 12, 


Room “1101 New York 17, N. 


S$. Santa Fe 
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FULL AUTOMATIC 


CONTROLS 


Starts Still when 
tank needs water 
. . . Stops Still when 
storage tank is full 

. automatically 
drains evaporator of 
sediment and im. 
purities. Makes pos- 
sible central distilled 
water distribution 
system, 


TRIPLE DISTILLED 


WATER STILL 


Especially recom- 
mended for intra- 
venous solutions 
and other exacting 
hospital work. Con- 
sists of 3 stills 
operating in series. 
Final Still is equip- 
ped with famed 
Spanish Prison 
multiple baffle for 
elimination of 
pyrogens. 


BARNSTEAD 
STILL 


Complete pyrogen re- 
moval with exclusive 
Barnstead Baffle 
. result of more 
than 75 years hospital 
experience. Steam, gas 
and electrically heated 
models available. 


New Development! 
Filter-breathes pure 
air into your storage . 
tank as distilled 
water is drawn off. 
Prevents contamina- 
tion of pure water 
from air-borne bacte- 
ria, dust, and gases. 


4 
DOUBLE 
DISTILLED 
WATER 
STILL 


Consists of 2 stills 
operating in series. 
Spanish Prison 
baffle in second 
still for elimina.- 
tion of pyrogens. 
Available for gas, 
steam, or electric. 
ity. 


BARNSTEAD "15" 


Supplies 15 gallons 
of pyrogen-free 
water per hour for 
the modern Central 
Supply and Pharma. 
cy. Compact wall 
mounted unit. Re- 
quires only wide 
wall area including 
storage tank. 


CONCEALED 
MOUNTINGS 


Designed for any 
type of hospital con- 
struction. Easily 
““packaged’’ by 
Barnstead Engineers 
to fit individual hos- 
pital requirements. 
Practical design 
makes servicing easy. 


ALSO TANKS AND 
OTHER ACCESSORIES 


Everything 
DISTILLED WATER 


If you want the purest, pyrogen-free water . . . whether it 
is single, double, or triple distilled . . . in hard or soft water 
areas ... with or without full automatic controls . . . from 
14 to 1000 gallons per hour . . . Look to Barnstead, Pure 
Water Specialists Since 1878. 


BARNSTEAD 
$$Q-50 


Where large quantities of 
pyrogen-free distilled 
water of the highest purity 
is required. This still pro- . 
duces pyrogen-free water 
for the most exacting hos- 
pital requirements at a 
rate of 50 gallons per 
hour. Cooling water tubes 
in condenser and cooler 
are readily accessible for 
cleaning purposes. 


Send for Complete Barnstead Catalog 


PURITY 
METER 


Measures distilled 
water purity in 
10 seconds. Purity 
Meter Controller 
may be installed in the effluent line 
of Water Still permitting only 
water of pre-determined purity to 
flow into your storage tank. 


wate 


STE & STERILIZER CO. 
FIRST IN PURE WATER SINCE 1878 © 


27 Lonesville Teeth, Mille, 
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completely prefabricated and ready to install — 
have the features hospitals want 


Ps. Thousands of hospitals—in every part of the country—are planning 


expansion or modernization programs. 


RUSCO WINDOWS -— because they. have so many exclusive patented 
features and because they’re engineered to meet the needs of modern 
hospital requirements—are an important part of any new or moderniza- — 
tion program. Here are a few RUSCO features worth checking: 


For New Construction 


the RUSCO 


Prime Window 
COMPLETE PROTECTION—There’s never a worry about drafts, rain, 


ing gloss, screen, weotherstripping, insulating — snow or wind with Rusco. MagicPanel® ventilation control gives year 
wees round rainproof, draft-free ventilation. 


Comes fully assembled, finish-painted, ready to 

THEY CUT DOWN NOISE—Rusco Windows provide highly effective 
insulation against street noises. Glass panels raise and lower smoothly 

and quietly in felt-lined slides. 7 


For Modernizing 
Existing Buildings 


EASY TO OPERATE—No sticking, no “freezing,” no jamming with Rusco 


oe ey p ; RUSCO Windows. Panels slide easily in a cushion of felt, lock in desired position 
cc with positive spring-bolt action. Glass panels removable from inside, and 


Self-Storing 


Installed without any alteration to present wine 
dow openings. They are completely weather- 
preofed and provide rainproof, draft-free, filtered- 
sereen ventiletion in every kind of weather. The 
world’s largest-selling combination window—over 
11,000,000 already installed. 


interchangeable, which simplifies cleaning and any broken glass repairs. 


TROUBLE-FREE PERFORMANCE—Rusco Windows are triple-protected 
against weather—finished like a car body, with baked-on outdoor enamel. 
They have no sash cords, weights, balances or chains to get out of order. 
The wide acceptance of Rusco Windows proves their serviceability. 


& 


“Always one step ahead 
of the weather” with 
fs 
a For illustrated literature and the name of your nearest Rusco Dealer, write: 
THE F. RUSSELL COMPANY 


The world’s largest manufacturer of metal combination windows and doors 
and home comfortizing products 
DEPT. 6-HS114, CLEVELAND 1, OHIO + IN CANADA: TORONTO 13, ONTARIO 
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KLEEN-0-MATIC 
technique 


SYRINGE and GENERAL GLASSWARE WASHER | 


@ Fast 
Economical 


@ Simple 
e Adaptable 


Ferris-like wheel holding four removable baskets rotates 
syringes, or other glassware, through hot detergent solution 
(temperature boosted by 2 immersion heaters) for re- 
markable ease of washing. Important safety factor in that 
personnel never touches contaminated glassware until 
processing is completed. When the syringes have been 
thoroughly washed and rinsed, syringe holder is removed 
from baskets for simple, predetermined matching of barrels 
and plungers before autoclaving. Normal washload of 4 
full baskets requires 30-minute cycle for one wash, two 
rinses. Stainless baskets each hold 64 2cc syringes; 45 Sec 
syringes; 30 10cc syringes. Other baskets accommodate 
20, 30, 50 and 100 cc syringes . . . as -well as being 
equally adaptable to all Central Supply’s small glassware 

. and even formula bottles. : 

Washer in bench model, or available on steel platform, 
optional at extra cost. 

installation requirements: hot water, drain, and 220 
volt, 4500 watt, 60 cycle, single phase electrical connec- 
tions. Steam heat model available. 


Send for illustrated folders 
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‘PRECIOUS LABOR 


ORIGINAL DISTRIBUTORS 


/O | 


KLEEN-O -MATIC 
NEEDLE WASHER 
and RINSER 


safety and savings! 


Needle washer-rinser will process 700—1,000 needles an hour. . 
compare this with your present needle washing requirements! Needles 
pre-soaked from floors in specially designed manifolds which are 
inserted, as is, into washer for % minute, then to rinser for UY 
minute. Clean needles then emptied onto inspection tray before auto- 
claving. Drying cycle has been purposely omitted as unnecessary. 
Thus, the compressed air fixture and an extra bothersome step are 
avoided. 

Hot detergent solution is forced down outside of needle shaft, then 
up through lumen and swirled through hub, eliminating vibratien. 
Effects very superior cleansing with no dulling of needle points, as 
experienced with reverse flow cleansers. 

All-important is the fact that your personnel will never come in 
contact with contaminated needles until processing has been 
completed. 


BICKNELL 


Parenteral Corporation 


Branch offices: Columbus, Ohio; Milleville, N. J.; New Haven, Conn.; 
New York, N. Y., Shreveport, La.; Syracuse, N. Y.; Washington, D. C. 
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PATIENTS PAIN 


longer lasting 
LEVO-DROMORAN 


Tartrate ‘Roche’ 


for potent, prolonged analgesia 


a more profound effect than mor- 
phine with a duration of 6 to 8 
hours. 


for preoperative narcosis... post- 
operative pain relief...the allevia- 
tion of severe, intractable pain. 


LEVO-DROMORAN®—brand of levor- 
phan (3-hydroxy-N-methylmorphinan). 


faster acting 


NISENTIL 
Hydrochloride ‘Roche’ 


for brief, rapid-acting analgesia 


induces pain relief in 5 to 10 min- 
utes with effect lasting average of 2 
hours. 


for analgesic effect. during minor 


surgery...during endoscopic pro- 
cedures...during labor. 


NISENTIL®—brand of alphaprodine 
(1,3-dimethyl-4-phenyl-4-propionoxy- 
piperidine). 


HOFFMANN -LA ROCHE INC - ROCHE PARK - NUTLEY 10 - NEW JERSEY 


Levo-Dromoran and Nisentil have the same contraindications as morphine; both may be habit forming; narcotic blank required. 
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of the Joint Commission on Accreditation 


of Hospitals. The Joint Commission has 
voted to put a limit on the time a hospital 
will be permitted to hold the provisionally 
accredited rating. 

As you undoubtedly know, provisional ac- 
creditation is the stage between the ac- 
complishment of full accreditation and the 
penalty of no accreditation. Some hospi- 
tals have retained the "P.A." rating for 
many years, moving neither up nor down. 


While they have been denied the ultimate 


privilege of declaring themselves to their 
community as worthy of full accreditation, 
they escaped the label of "not accredited." 


Henceforth, under the regulation adopted | 


at the last meeting of the Joint Commission, 
a provisionally accredited hospital, which 
remains provisionally accredited at the 
second survey, will be surveyed again at 
the end of onemore year. If the hospital has 
not lifted itself into full accreditation 
status, it will be dropped into the "no ac- 
creditation” category. 

Provisional accreditation is akin to 
probation. The Joint Commission has now 
acted to put a time limit on this proba- 
tionary period. It is vital that all pro- 
visionally accredited hospitals make suf- 
ficient progress in the - time now allowed 
them that they gain full accreditation, for 
their patients’ sake and their own. | 


-~hospital safety contest 


This month member hospitals will receive 
information on a nation-wide hospital safe- 


the Association in cooperation with the 
National Safety Council. 

Proposed by the Association's Committee 
on Safety under the auspices of the Council 
on Hospital Planning and Plant Operation, 
this contest, through stimulating added 
interest in safety, should reduce work ac- 
 @idents and thereby result in better em- 
ployee morale, improved public relations 
and better care of the patient. 

All member hospitals are eligible to en- 
roll in the contest and must do-’so before 
January 1, 1955 in accordance with the con- 


NOVEMBER 1954, VOL. 28 


editorial notes... 


test rules. Every enrolling hospital will 
receive a participating certificate suit- 
able for framing. 

In addition to the grand award, attrac- 
tive, individualized placques will be pre- 
sented in eight categories and all hos- 
pitals achieving perfect safety records 
during the year will receive inscribed, 
three-color certificates. 

All hospitals should consider entering 
this contest designed to effect a reduction 
in work accidents. 


—the value of ecriticiam 


teners. We are equally sure that some of the 
listeners received some of the things that 
were said, with disbelief, scorn and even . 


anger. Such a reaction, and we believe it 


was a minority one, was inevitable if you 
decide that a convention program has to be 
more than a mutual admiration society. 

Minutes of A.H.A. conventions down the 
years indicate that our field has always 
felt that provocative analysis, and even 
criticism, prove more beneficial in the 
long run than a peck of pretty platitudes. 

The convention paper of Milton Silverman, 
one of the nation's most thoughtful science 
writers (published on p. 86 of this issue 
of HOSPITALS) is a case in point. The in- 
vitation was extended to him in full aware- 
ness that he might not be totally complimen- 
tary to hospitals. | 

We are certain that some took umbrage 
at his criticism, muttering darkly that he 
would change his tune if he had to run a 
hospital for just one day. 

But if his talk, right or wrong, keeps us 
at the constant self-analysis and self- 
criticism which are our greatest assets it 
will have served its purpose well. 

Criticism, of course, can be unjust and 
malicious and we have every right to fight 
back against this variety. For example, the 
Association received a letter from a Cali- 
fornia merchant recently containing the 
usual complaint about costs and also com- 
menting on "reports of emergency cases be- 
ing refused admittance to hospitals, even 
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—provisional aceredited rating 
A change has been made in the regulations 
We are sure that much of what was said by 
, our convention speakers a few weeks ago 
met with the approval of most of the lis- : 


Tory 


resulting in death in one case. To date, I 


have no facts on any of these complaints 


Our answer said: “Hospital bills are 
sometning no one wants and this makes our 
public relations task a tremendous one. We 
need the support of all reasonable persons 
if we are to succeed. We are not afraid of 
justified criticism. We only ask that our 
critics speak from knowledge and not from 
rumor." 


~down to the grass roots 


A fine, Old American phrase, “grass 


Sopicadl right back into the ground. We have 
to "get back to the grass roots," we have to 
know what the "grass roots" are thinking, we 
have to check “with the grass roots," and a 
politician who makes a speech without deep, 
verbal bows in the direction of the "grass 


roots" is taking his political life in his © 


hands. 

The phrase may be fatigued at the moment 
but the philosophy it evokes, that if we 
ignore our roots we shall wither like 
parched grass, is still eminently sound. 
And that goes for national organizations 
such as ours, just as much as it goes for the 
political parties. 

The "grass roots” of the American Hospi- 
tal Association are obviously its member 
hospitals. Many dollars and much effort are 
expended to keep the AHA as responsive as 
possible to its membership. But distance, 
small staff and the inexorable limits of 
clock and calendar make it difficult at 
times to be certain that we are meeting mem- 
ber desires. 

That is why the regional, the state and 
the local associations are so important. A 
network of solvent, vigilant and hard-work- 
ing groups at the regional, state and local 
levels is absolutely essential to the con- 
tinued growth of this Association. 

The amazing expansion of active state and 
local programs in the last few years, par- 
alleling our own, is a source of real pride 
and one which has been of inestimable value 
to hospitals. 

These groups serve as listening posts for 
the needs of hospitals. They put into effect 
many of the programs evolved at the national 
level. They test ideas, some originating 
locally and some nationally, to determine 
their worth for all hospitals. 

One state association, to take one of many 
examples, has had a strong program for about 
five years. Inthat time, the hospitals have 
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is in danger these days of being 


= 


paid about $100,000 in state dues. Fromthat 
investment, the association estimates, the 
hospitals have realized a multi-million 
dollar return—in increased payment for 
indigent care and relief from unwarranted 
tax burdens. 


We hope that this eaeta development of 


active constituent groups continues until 
every region, state and metropolis is shar- 
ing in the real benefits from such programs. 
We know that the work at the national level 
will grow more effective as the "grass 
roots" expansion continues. 

The affiliation agreement provides that 
10 per cent of AHA dues will be retained by 
the state associations. Therefore, one of 
the results of the dues increase voted by 
the House will be greater resources at the 
state level. This is money which will be 
well spent for all of us. 


\ —a silencer on the siren 


In mythology the siren is associated with 
death and destruction. In modern civiliza- 
tion, the sirenis a signal of arace against 
death (an ambulance) or destruction (a fire 
engine). But nowadays, the sirens are al- 
most as dangerous as they were in the myths. 
They give the driver of the siren-equipped 
vehicle a sense of security, a false belief 
that everyone within earshot is going to do 
what they should and get out of his way. This 


doesn't happen. The result has been an un- 


necessary toll of traffic deaths and An 
juries. 

Realizing this, sirens on ambulances have 
just been banned in New York City. Dr. 
Basil C. MacLean, the Commissioner of Hos- 
pitals, calls the use of ambulance sirens 
"spectacular stupidity." As he said, "A 
minute or two saved in transporting the pa- 
tient to the hospital does not compensate 
for the risk of accidents caused by speed- 
ing ambulances." The flashing red light 


_will be retained. 


A pilot study in one of New York's five 
counties showed that in ten months, the 
Sirenless ambulance was involved in 60 


per cent fewer accidents. There were no un- 


toward effects on the patients carried more 
Slowly, and more safely. 

We appreciate that a hospital film is 
hardly worth the price of admission if it 
doesn't open with the keening of a siren as 


an ambulance rockets to the emergency room. 


Nonetheless, the siren may have to go in the 
interests of its sick passengers and of the 
citizenry as a whole. 
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MODERATOR (DR. CROSBY): Ladies 
and gentlemen, this program to- 
night is designed to outline for you 
the future of the American Hospital 
Association. It would be quite ap- 
propriate to have your president, 
Mr. Ritz E. Heerman, say a few 
words before we open the dis- 
cussion. 

MR. -HEERMAN: This past two years, 
._three important things have been 
demonstrated-to me. First, the 
proven worth of the Association 
program. Second, the cooperation 
of the membership. Third, the 
great interest of the Council chair- 
men and the Committee chairmen 
and all of the members of the 


Councils—some 400 people of the — 


membership — who. devote their 
time to help you people in the 
various areas of the country. 
Also, I've been very convinced 
these last two months that while 
we’ ve been talking about expansion 
of service, a building was neces- 


sary first. The happiest thing we . 


have to report here is that the 
delegates representing you have 
approved the program. That’s what 
they are going to talk to you about 
tonight. 

MODERATOR: The first “thing we 
would like to talk about is the 
proposal the Building Committee 


made to the Board of Trustees and ; 


then to the House of Delegates. 
To start this, here is Mr. John N. 
Hatfield, the very able and hard- 
working treasurer of the Associa- 
tion and chairman of the Building 
Committee. 


MR. HATFIELD: I consider it a high 


privilege again to talk about this 
building program. We think of it 
in terms of a building program, 
when as a matter of fact, it has 
three facets. The building is one. 
The reserve—a proper reserve for 
the Association, and as treasurer I 
am concerned about that—is an- 
other. The third and most impor- 
tant is the part that pertains to 
the program. We need a program 
and we must have a building suit- 
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(Editor's Note: Wednesday night, 
September 15, during the 56th an- 
nual American Hospital Associa- 
tion convention, a session entitled, 
"The Future of Your American 
Hospital Association,’ was held 
at the Palmer House. With Direc- 
tor Edwin L. Crosby as moderator, 
the chairmen and secretaries of 
the Association's Councils and 
Committees reviewed the work of 
their groups and stressed the areas 
in which their programs needed 
expansion if maximum benefit is 
to come to member hospitals from 
the over-all Association program. 
A day earlier, the House of Dele- 
gates had approved a by-law 
change making possible an_ in- 
crease in dues to expand the As- 
sociation’s program and to pro- 
vide a headquarters building with 
the physical facilities to conduct 
the Association work, which has 


ever-growing horizons. 


The following is a summary of 
the transcript of the session pub- 
lished so the membership can en- 
vision the scope of the Councils’ 
and Committees’ work and the 
program areas needing added em- 

phasis or development.) 


able to house the staff and every- 
thing that goes with building up 
the program... . 

I do have a very keen feeling 
for the program we are launching. 
I feel the Association has entered 
a new era. You people have taken 
the action, and I can say that I 
am very proud of you for doing so. 

(Mr. Hatfield showed and explain- 

ed the slides used in his presenta- 

tion of the program to the House 

of Delegates. See page 66 for re- 

production of some of the slides.) 
MODERATOR: The other member of 
the Building Committee who is 
here is Mr. Joseph G. Norby, a 
former Association president. 
MR. NORBY: I, too, am proud of the 
evidence of enlightenment that was 
represented by the vote of the 
House of Delegates. 
MODERATOR: Now we will go right 
into a discussion of the activities of 
the various Councils of the Asso- 
ciation. The first that I would like 
to call on is the Council on Ad- 
ministrative Practice. Mr. Oliver G. 
Pratt is the chairman of that Coun- 
cil. I would like him to describe 
some of the activities of that Coun- 
cil and what he and the -Council 
members see for us in the future. 
MR. PRATT: The American Hospital 
Association is maintaining pace 
with other leaders and enterprises. 
in this country in modern manage- 
ment in order to make possible the 
quality of hospital care in which 
we are all interested. Scientific 
management, publications, man- 
uals on leadership skills, research 
and employee relations are some of 
the projects this Council is anxious 
to work on as soon as staff, time, 
funds and space to work in are 
available. I hear the membership 
clamoring for our Manual on Cost 
Analysis and Cost Finding and the 
Manual on Accounting for Small 
Hospitals, both of which are ex- 
pected to be ready for distribu- 
tion to the field in 1955. 

The membership was pleased to 
have the Manual on Uniform Ac- 
counting and Statistics for Hospi- 
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tals and -have been appreciative 
of the other manuals that have 
come out recently, such as the In- 
terim Report on Methods Improve- 
ment, These are just samples of 
the work that can be produced.... 

Our president says his hospital 
alone saved $3,500 last year on in- 


- surance premiums, due to the As- 


sociation’s important work in in- 


‘surance. Now, we have an insur- 
ance specialist added to the staff, 


and that is just the beginning. 

In addition to the several tech- 
nical committees such as the Com- 
mittee on Financial Management; 
Insurance; Laundry Management; 
Housekeeping; and Purchasing, 
Simplification and Standardization; 
we have three important commit- 
tees with a broad focus that are 
working with our staff. Our Per- 
sonnel Committee, of which Carl 
C. Lamley has been chairman, 


has turned out a terrific amount | 


of work, such as personnel kits. 
Our Committee on Organization, 
with Richard J. Stull as chair- 
man, is giving impetus to a 
study on the effect of the medical 


staff on the hospital organizational 


structure. The Methods Committee, 
under the guidance and leadership 
of Colonel Frederick H. Gibbs, has 
done a tremendous job. Some of 
you perhaps attended the insti- 
tute on methods improvement. 
UNKNOWN PERSON: Mr. Chairman, 
I wonder if Ritz can say a few 
words about what can happen from 
a real insurance program. 
MODERATOR: Yes, what is this 
$3,500, Ritz, that they have been 
talking about? 

MR. HEERMAN: Five years ago, the 


American Hospital Association be- | 


gan discussions with the National 
Board of Fire Underwriters. We 


convinced them that they could — 


afford to reduce fire insurance 
rates, particularly on Class A 
buildings. They in turn wrote to 
the state rating organizations say- 
ing that they ought to look into 
fire rates for hospitals. In the states 
in which hospital officials talked 
with state rating organizations, 
there have been reductions—some 
20 to 30 per cent. California re- 
cently had a 50 per cent reduction. 

I must say that the American 
hospital Association initiated this, 
but we need better coordination 
through state and local councils in 
order to make Association work 


like this effective. | 

It is for benefits such as this 
saving that we belong to associa- 
tions. We pay $571 to the local 
hospital council, $600 to the Cali- 
fornia Association and $572 to the 
American Hospital Association. 
The annual dues of, say, less than 
$1,800, made us a saving in one 
year of $3,500 and that saving will 
continue for all years to come. 
MODERATOR: I would next like to 
present your president-elect, the 
chairman of the Council on Asso- 
ciation Services, Mr. Ray E. Brown. 
MR. BROWN: One of the big prob- 
lems in the hospital field has been 
the problem of the small hospital. 
I might say that I can speak from 
experience as I started in a small 
hospital, a hospital of less than 100 
beds. When our Council was asked 
to select the project that we thought 
could be undertaken with limited 
resources in the next year and still 
produce the largest dividends, we 
agreed that the problems of small 
hospitals were something to start 
on and that definite progress could 
be made immediately. 

The functional problems of the 
small hospital, of course, are not 
too different from the problems of 
a large hospital, but the manner 
of implementation and the climate 
in which the small hospital usually 
operates make it much more diffi- 
cult for the administrator to use 
the services that the Association 
develops. ... 

You do not have the resources 
of an assistant administrator to 
take advantage of the many pro- 
grams and the many manuals pro- 
duced by the Association. You do 
not have the staff people in the 
way of personnel, accounting, pub- 
lic relations, and so on, that the 
larger hospital can justify. And 
then, of course, you have a much 
more personal relationship with 
the community since most small 
hospitals are located in small com- 
munities. This means a much 
heavier burden of representation 
for the administrator than he would 
have in an impersonal environ- 
ment, such as a large metropolitan 
city like Chicago. So the small hos- 
pital administrator almost bears 
the load alone. He has to take upon 
himself the entire problem of 
training, for there is no other per- 
son in the organization who can 
do it for him. He is at a loss in 
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employing department heads be- 
- cause in many instances, the de- 
partment heads must be taken raw 
from the field and trained by the 
administrator himself. As soon as 
the department is well trained, 


some larger hospital can hire him ~ 


away through a larger salary and 
a larger opportunity. So the appli- 
cation of the functional knowledge 
developed by the Association about 
the hospital is far more difficult in 
the small hospital. 

The Council asked the Board last 
year to approve—and it did—the 
holding of a workshop on the prob- 
lems of a small hospital. This con- 
ference was held preceding the 
Midwest meeting at Kansas City. 
Prior to the working conference 
we had an institute for small hos- 
pital administrators to test some 
ideas developed by the Council. The 
entire program was a success. The 
institute was heavily attended, and 
the conference turned up some 
ideas that demonstrated an area 
of unmet need we could do some- 
thing about. 


_ We propose that the Association 
begin immediately to plan insti- 


tutes in connection with state and 
regional hospital meetings so that 
the administrator, when he leaves 
his hospital to attend these meet- 
ings, can use the same expense of 
travel to take in an institute with 
only the additional expense of a 
day or two days at the meeting. 
Institutes in connection with state 
and regional meetings will provide 
an opportunity for department 
heads to attend those set up specif- 
ically for them at small expense. 

Now, I do believe very keenly 
that the best results educationally 
will come from intensive institutes 
in which a day or two is devoted 
to a single topic or at the most 
two topics. Planning for these in- 
stitutes will require a great deal 
of help from the other Councils of 
the Association because they have 
the specialists. You have been in- 
troduced to the insurance spe- 
cialist and the accounting spe- 
cialist. While they, right now, are 
almost a majority of our specialists, 


I hope we will have many more, 


say ten years from now, when the 
Association program is under a full 
head of steam. 

It is my hope that the coming 


year will see two or three of these » 


- institutes underway in connection 
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with state or regional association 
meetings, and that ultimately we 
will see them held in connection 
with the district setups in our 
several states. 

MODERATOR: Miss Mary C. Schab- 
inger of the Board of Trustees is 
the administrator of a small hos- 
pital. Do you want to make any 
comments, Mary? | 

MISS SCHABINGER: Only one. I am 
delighted that this program is get- 
ting underway. We have waited a 
long time for it. I hope it hurries. 
MODERATOR: It will hurry. We 
haven’t heard from Howard F. 
Cook, secretary of the Council on 
Association Services. 

MR. COOK: The Council has added 
to its agenda the development of 
aids that will help the member- 
ship know better and more easily 
what the Association is doing and 
how that information can be used 
in individual hospitals. We hope to 
get started on that soon. 
MODERATOR: During the past year, 
Mrs. William Shippen Davis of 
New York has been chairman of 
our Committee on Hospital Aux- 
iliaries. I wonder, Mrs. Davis, if 
you can tell us a little about the 
auxiliary program? 

MRS. DAVIS: The number of hospital 
auxiliaries represented at this con- 
vention today reflects their growth. 
As to future plans, the attention of 
the Committee on Hospital Aux- 


iliaries will be focused primarily . 


on giving better and more ade- 
quate service to those auxiliaries 
that are already members. We hope 
to be able, with more adequate 
staffing and more adequate fa- 
cilities, to turn to the general de- 
velopment of our program, for 
there are many hospitals belong- 
ing to the American Hospital As- 
sociation that still do not have a 
hospital auxiliary. 

MODERATOR: I thought maybe Miss 
Elizabeth M. Sanborn, the secre- 
tary of the Committee on Hospital 


Auxiliaries, might like to take a 


hand at the microphone. 

MISS SANBORN: The hospital aux- 
iliaries program as it has developed 
in the last five years requires the 
services of many of the depart- 
ments within the Association. The 
library, for instance, has increased 
its loan package by 12 per cent due 
to the requests that come in from 
hospital auxiliaries. We have not 
had an intensive membership drive 
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for auxiliaries, but we just present- 
ed our 1,000 membership certificate 
to an auxiliary in Puerto Rico. 
MODERATOR: We would like to fol- 
low Mrs. Davis with the chairman 
of the Council on Government Re- 
lations, Mr. William S. McNary. 
MR. McNARY: The Government Re- 
lations Council and the Washing- 
ton Service Bureau are interested 
in the program, I think that every- 
one in this Association must realize 
that whether we like it or not, 
strong representation in Washing- 
ton, D. C., is absolutely essential 
to any major association or major 
national business today. 

Every time I go to Washington, 
I see new evidence of the impor- 
tance of representation in Wash- 
ington. I visited the American 
Medical Association office the last 
time I was there. It is well done; 
it is impressive. I have been in 
two different buildings of the CIO. 
They have a lot of people. The AFL 
and its different organizations have 
many representatives. The insur- 
ance companies are increasingly 
represented in Washington. They 
are just now establishing a very 
significant office there in connec- 
tion with the federal employee 
program on group life insurance 
that’s going on. 

There must be more and more 
emphasis on this phase of Asso- 
ciation activity. We now have a 
good staff. It must be better, and 
certainly it must be deeper in 
strength. The American Hospital 
Association and Blue Cross must 
be able to present the hospital 
story where it counts. The mem- 
bership of the Association expects 
more from the Washington Service 
Bureau than it can provide under 
present circumstanees. .. . 

The government will take some 
action to systematize health care 
for the categories of public. assist- 
ance and other groups that the re- 


port of the Commission on Financ- 


ing of Hospital Care deals with 
and that it makes specific recom- 
mendations on. There will be pro- 
gramming for the indigent and un- 
employed. The American Hospital 
Association and Blue Cross must 
lead in that program development. 
A budget of $15,000 has been tenta- 
tively set up just for this activity. 
I'm sure that isn’t enough. There 
must also be a veterans hospital 
system study. The American Hos- 


pital Association has a big stake in 
that; all of us do. Twelve thousand, — 
five hundred dollars has been ten-. 
tatively set up as a budget to make 
that study as soon as money is 
available. 

Kenneth Williamson, who heads 
the Washington Service Bureau, 
needs more staff, probably at least 
three good people, plus secretarial 
help. I know just as you do that it’s 
easy to spend money. That isn’t 
our aim. That isn’t the aim of the 
Association. It isn’t the aim of the 
Council on Government Relations. 
The aim is to get results. That 
means that your. dollars will be 
spent wisely, carefully and pro- 
ductively. 

MODERATOR: Another activity of the 
Washington Service Bureau is our 
relationship with the vast federal 
hospital system. Perhaps Major 
General George E. Armstrong, a 
member of our Board and Surgeon 
General of the Army, would say 
a few words about that. 
GENERAL ARMSTRONG: So often you 
hear what the Association is doing 
for the voluntary hospitals and are 
inclined to forget that the Asso- 
ciation makes a very material con- 
tribution to our federal hospital 
system. 

I would suspect that, because of 
all we (the Army Medical Service 
Corps) have received in ways of 
assistance, spiritual guidance and 
stimulation, we are probably sav- 
ing in our department alone about 
10 million dollars a year. I would 
like to say one other thing. We 
receive assistance from a great 
many organizations of the medical 
and paramedical group. But I will 
say from my heart that there is no 
organization for which we have 
more affection and feeling of friend- 
ship and indebtedness than we 
have for the AHA. 

MODERATOR: I wonder, Mr. Wil- 
liamson, if you wouldn’t say just 
a word about the Latin-American 
Hospital Project, emphasizing, of 
course, the fact that it doesn’t cost 
us one cent. 

MR. WILLIAMSON: The Foreign Op- 
erations Administration has given 
us $100,000—-live American dollars 
—with a three-year contract and 
the promise of more money the 
third year, for us finally to do a 
job. We hope to establish channels 
of communications to cooperate 


“with the hospitals of Latin Amer- 
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ica in a sort of hospital good-neigh- 
bor program. The hospitals of the 


Latin American countries and the 


United States and Canada through 
this program can work together to 
improve hospital for all the 
millions of people whom we want 
to serve. 


MODERATOR: I want to pass along 


to the Council on Prepayment. 
This is Dr. Madison B. Brown, the 
chairman of the council. 

DR. BROWN: One of the things that 
is the privilege and responsibility 
of the chairman of this council is 


to sit with the Blue Cross Com- . 


mission. Of course, we in hospitals 
are supposed to be friendly with 
Blue Cross, and this is pretty much 
our baby. Bet one of the things 
that has impressed me is the lack 
of knowledge and of appreciation 
of Blue Cross, even though it is a 
substantial part of your patient 
income—many times above 50 per 
cent. This last year, the members 
of the council participated in sev- 
eral meetings with Blue Cross peo- 
ple to try to explain our story. 
Now we are going to turn the side 


of the coin and let Blue Cross in- © 


struct us. In the next 12 to 18 
months there will be a series of 
conferences on hospital and Blue 
Cross relations:;... 

We really need a full-time sec- 
retary for the council and also a 
hospital-Blue Cross public rela- 
tions field man who will be there 
helping you in your negotiations 
within this vast movement. We 
will try to do a program in com- 
munity planning for financing of 
health service. | 

Now, to be very practical about 
it, only one of these three things 
is going to happen in the next 12 
to 18 months. Space and money 
will then decide the point at which 
we can proceed. 

MODERATOR: I’ve always been 
proud that Madison once was my 
deputy (at Johns Hopkins, Balti- 
more). Now, I would like to in- 
troduce my present deputy, Mau- 
rice J. Norby. 

MR. NORBY: The broader activities 
of problems of hospital reimburse- 
ment generally need more atten- 
tion, leading into broad community 
planning for hospital care rather 
than meeting each crisis as it de- 
velops. 

MODERATOR: I am sorry that Mr. 
Abraham. Oseroff, chairman of the 
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derstanding each other. 


Blue Cross Commission, is not here 


with us, but I would like now to 


present Mr. Richard M. Jones, di- 
rector of the Commission. 

MR. JONES: The two major objec- 
tives of the Blue Cross Commission 
should be uppermost and significant 
to hospitals as well. They are first 
of all improvement of understand- 
ing between Blue Cross plans and 
hospitals, and second, increasing 
our enrollment. Ritz Heerman in 
his presidential message spoke of 
the historical support the Associa- 
tion has given Blue Cross, demon- 
strating the closeness of our con- 
nections. But there have been evi- 
dences that Blue Cross plans and 
hospitals in some areas have grown 
apart. What is good for hospitals 
is good for Blue Cross. What is bad 


- for Blue Cross is bad for hospitals. 


There is a need to sit down to- 
gether regularly to deal with our 
mutual interest. There are indica- 
tions that progress in understand- 
ing is being made. 

As to the second point, increased 
enrollment, there’s a great need 
and a great urgency in develop- 
ing techniques through which more 
people can be brought under the 
Blue Cross banner. As growth has 
increased—30 per cent of the pop- 
ulation are members of Blue Cross 
today — new business becomes 
harder to get. What could be more 
appropriate than that hospitals 
themselves should assist Blue Cross 
in gaining new enrollment? 
MODERATOR: Dr. E. Dwight Barnett 


might add something to what’s 


been said about Blue Cross and 
prepayment. 


DR. BARNETT: The consideration 


which I think most important here 
is that there are still parts of the 
United States—and it makes me 
sort of sick when I hear it—where 


hospitals and Blue Cross plans are 


not getting along and are not un- 
I don’t 
know if this is just because most 
of us like a good fight and home is 
a good place to start. This definitely 
appears to be the movement that 
our public wants and it is the move- 
ment which will keep the volun- 


tary hospital in the voluntary field’ 
_of health. It’s our movement, let’s 


not fight it but sit down with it and 
work out an optimum voluntary 
hospital prepayment program. 

MODERATOR: We have two more 
councils to hear from, and I think 


that I shall have to push on to 
them. We go next to Mr. Frank S. 
Groner, chairman of the Council 
on Hospital Planning and Plant 
Operation. 


MR. GRONER: The Council on Hos- 
pital Planning and Plant Operation 
has had a rather aggressive pro- 
gram. On the national level, we 
are carrying on liaison with some 
eight organizations, such as the 
American Institute of Architects, 
the American Association of Hos- 


_ pital Consultants, the National Fire 


Protection Association and the Na- 
tional Safety Council. .. We pub- 
lished last year the Hospital Main- 
tenance Manual, and’ you will be 
interested to hear that we soon 
will have in the mail the new Hos- 
pital Safety Manual. We are 
working on a manual on hospital 
planning procedures, which will be 
put out next year.... 

We have five committees with- 


out any staff assistants with the 
exception of Clifford Wolfe, sec- 


- retary of the council. The most re- 


cent is the Committee on the Use 
of Radioisotopes in Hospitals. .. . 


We have tried to analyze specific 
problems that came before this 
council. We have defined seven 
major problem areas, and in our 
opinion the first three major prob- 
lems are in this order: First, in- 
adequate programming of hospital 
projects prior to actual planning. 
A manual, now in development, is 
directed toward that problem. Sec- 
ond, inefficient planning. Our in- 
stitutes and other programs are 
helping in this area. The third has 


~o do with the unavailability of 


technical information, and we find 
a nearly complete void. This is an 
area where we can render a great 
service to the members of the As- 
sociation. For this reason, we are 
quite interested in a research proj- 
ect in hospital planning to get down 
to specific basic criteria. A prospec- 
tus for such a program is being 
formulated and this is a number one 
priority project of the council... . 


Because of the trend toward 
greater use of and dependence 
upon mechanical facilities, we are 
faced with increasingly important 
problems in engineering. Our com- 
mittee, formerly called the Com- 
mittee on Repairs and Mainten- 
ance, has been reconstituted as the 
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CHART AT RIGHT maps the growth of 
AHA membership. The bars are drawn 
for the years of changes in the dues 
structure. As increased resources made 
increased services possible, membership 
became more to hospitals. 


MANY PROJECTS, authorized by the 
Board or the House, could not be under- 
taken because of a lack of resources 
and staff. Chart below shows the dollar 
value of these projects, by one-time and 
continuing programs. For example: small 
hospital, trustee projects, more manuals. 
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| OR PROJE AUTHORIZED. 
261 500 $913,500" 1.195.000) 


COMPLETED {AND NEEDED), but not "FUNDS NEEDED - 
FOR “CONTEMPLATED PROJECTS 


yet authorized, are many other projects, 
total cost of which is charted at right. 
Examples: legal research, accreditation 
for paramedical groups; hospital-Blue 
Cross relationships, care of mentally ill. 


oF | 
TOTAL EXPENSE 


HOW MUCH DOES a typical hospital 
pay for AHA services? The chart at up- 
per right relates cost of AHA member- 
ship to each $1,000 of total expense. In- 


4 teresting note is that, even with the new a ' 
ae dues increase, cost per $1,000 will be i _FRACTION OF A HOSPITAL'S COST 4 ii 
only one penny more than 10 years ago. 


THE NEW AHA BUILDING is important me | 3 
only as it permits the AHA to serve its ALLOCATION OF ADDITIONAL DUES 
members better. As the chart at lower 7 : 
right shows, the share of the dues in- 
crease allotted to paying for the build- 
ing and to shoring up the contingency 
fund decrease rapidly as more and more 
go into the vital part of the project— 
expansion of the program to benefit all. 
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to give uniform results where dif- 
ferent people do interviewing. 


EMPLOYMENT ‘HURDLES’ 


In the use of this card, the ap- 
plicant himself fills in the greater 
portion of the front side. Remain- 
ing sections of the card are laid 
out to insure that important points 
are not missed by any interviewer 
as each employment hurdle is 

| : taken. In the first six months of its 

use, 139 men and 855 women were 
It’s all in the interview cards 
| basic interviews, counting revisits. 

Of these applicants, only 130 

reached a final interview with a 


ROBERT H. BRANDOW H™ IS AN application card that _ hospital department head. 
: is a genuine time-saver! What are the employment hur- 
es And it may be useful to the dles each prospective employee 
‘ small hospital as well as the large must take? 
7 —any place where there is either Step |. The preliminary inter- 
a | a great deal of interviewing or view checks on such things as the 
re where interviewing is done by dependability of transportation, 
| | 
i 3 Mi fF 1 a > 1 | 2 | 2-3 
WRITE ONLY WITHIN 59158! 3 iiss 38 ze| o | 3 3 
REGISTERED NURSE RECEPT 
PLEASE PRINT (Las MAIDEN NAME WARD CLK. 
( ) UE CASHIER 
NAME 2 |REGISTRAR 
PHONE SOC. SEC..NO STENO. 
Time? 
SINGLE ENGAGED MARRIED SEPARATED DIVORCED |). WIDOWED NO OF YEARS IN GaRy’ 
MISC 
| DATE OF BIRTH AND NDENTS’ 
EDUCATION CAN YOU TYPE? ita 
YR OF GRAD’ STUDENT 
[RADE ORG REGISTRY tin LAB. X-RAY 
LAST EMPLOYER ADDRESS FROM To POSITION HELO wh LEFT’ TECHNICIAN 
‘| GEN'L 
MAINT. 
EMPLOYER BEFORE THAT - MAINT 
EMPLOYER BEFORE THAT 
J-D 
ADDRESS COMPLETION OF A HEALTH EXAM AND THE CAREFUL INVESTIGA. { wtt« 
: FIG. 1, FRONT SIDE several different people. One or time to get to work, provision for 
both of these conditions usually children during working hours, 
prevail in every hospital. reasons for leaving previous em- 


At Methodist Hospital of Gary, _ ployers, etc. Results of this inter- 
Ind., we suffer from both of these  yijew are noted at the right on the 
conditions. But our interview card. front and back side (Fig. 1 and 2 
now goes through each screening _ respectively). The back side area 
step, right along with the appli- as space for a rough rating of five 
cant. It gives each person con- items: APPearance, EXPression, 


nected with employment knowl- MENtality, MOTivation and 
edge of what has gone before. And | ; 
MATurity. 


it is an interviewing guide, helping Step 2. An over-all rating of the 


Mr, Brandow is personne! director of the : : 
242-bed Methodist Hospital of Gary, Ind. applicant is made at the end of the 
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ON THIS SIDE CHECK 
wea ‘oe 4. 1 2 3 4 | spouse's Hes? 
: SCHOOL PERS || INTERVIEWER } SALARY INFO? 
why 
YPICAL DAY? 2 VOCATIONAL COUNSELING? 
PROMOTIONS? 
= SUPERVISOR? 
EXPLAIN GAPS? 
R? RETURN THIS TO PERSONNEL ee 
GRADES? AS SOON AS POSSIBLE 
LEFT? FUTURE PLANS? 
| [| [ NOT BEST 
? wer DATE 
TiES TO GARY? INTERVIEWER 
NOT BEST 
WHY LOOKING FOR WORK? MIRED PENDING SOURCE OF REFERRAL 
“TEMPLOYED AS 
[SPOUSE OPINION OF WORK? ADY 
= 
z |HOME OR APARTMENT? tara: CASUAL 
° RENT OR OWN? DATE TO START MPLOYEE se: 
[eve a 
R ANY GARNISHMENT? PEaMANENT Time 
a 
HOSPITALIZED? | TEMPORARY PART Time WAS PATIENT 
ALTH OF DEPENDENTS? EMPLOYEE 


FIG. 2, BACK SIDE 


preliminary interview. First, the 
positions that might be suitable 
are checked along the front mar- 
gins (Fig. 1). Then a general rank- 
ing is made in the upper right 
corner. The average applicant 
scores 3 and is not placed on active 
. file. At Methodist Hospital, from 65 
to 70 per cent of all applications 
are filed “inactive” 
in today’s labor market. 

At this point, the use of a busi- 
ness system has proved a timesaver. 
It has greatly reduced sorting time. 
For example, when a requisition 
for a baker comes to the personnel 
office, the best baking prospects 
are immediately located by pulling 
out those rated “first call’”’ from the 
skilled dietary group. This can be 
done within a few minutes with- 
out disturbing the alphabetical 
order that is so useful for other 
purposes. 

Step 3. Also, at the end of the 
preliminary interview a decision is 
made as to whether or not a ref- 
erence check is in order. The re- 
sults of any reference checking are 

— coded into the top-center section 
of the back (Fig. 2). The layout 
of this area of the card dovetails 
with that of the reference forms 
used by Methodist Hospital. These 
results, of course, may immediately 
require a change:in the applicant’s 
over-all rating. 

Step 4. The diagnostic interview 
is designed to do a more thorough 
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immediately 


job of going into traits, attitudes 
and experience of the applicant. 
Up to this time, the applicant has 
been checked on general points 
needed for success in any hospital 
position, but now. the applicant is 
being considered for a definite 
opening. Such questions as “Did 
you have a good supervisor?” or 


“How were your working condi- 


tions there?” can bring out atti- 
tudes toward supervision and em- 
ployers. Reminders for this inter- 
view, at the left on the back of the 
card, also may prove useful to the 
department head in guiding his 
final interview. 

Step 5. The hiring interview is 
done by the direct supervisor. He 
now has the advantage of knowing 
what has gone before. Afterward, 
the card goes back to the person- 
nel office to indicate the results of 
the hiring interview. This infor- 
mation, together with the comple- 
tion of the bottom of the front 
side, serves to complete the hiring 
process. 


PROMOTIONAL PROSPECTS 


Beyond this final placement, 
the card has other uses in terms 
of personnel records. A file of 
these cards is kept up-to-date on 
present employees. Such questions 
as “How many male employees do 
we have?” are quickly answered. 
Or “What are the chief sources of 
our applicants?” 


Methodist Hospital 


Best of all, this file can serve as 
the heart of a system for keeping 
track of promotional prospects. For 
instance, additional education or 
the results of progress rating could 
be posted to this card. Then a 
quick search for promotional pros- 
pects could be made before looking 
outside for new people. This use of 
these cards is just. starting at 
Methodist Hospital, so it cannot be 
said how successful it will be. But 
it promises some hope of answering 
the problem of finding good people 
within the ranks—even from other 
departments. 

Cost for the first printing was 
about 5c per card, but this will be 
reduced to some 2'4c to 3c on re- 
order. This cost is far over- 
shadowed by the savings and speed 
has enjoyed 
from use of this system. 


SUMMARY 


This card is an application blank 
and interviewing guide. It cuts 
sorting time when an opening de- 
velops. It gives each person con- 
nected with employment knowl- 
edge of what has gone before. It 
helps insure uniform results where 
different people do interviewing. 
It furnishes ready statistics before 
and after employment. It may be 
used in an employee promotional 
file after the initial hiring—to be 
checked before looking outside 
when openings develop. ad 
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MALCOLM T. MacEACHERN, M.D. 


The things he has achieved in his lifelong attempt 
to bring better health to people through better 
hospitals and better hospital administration are 


almost numberless. 


Doctor, educator, philosopher, leader, crusader, 
pioneer, author—all of these Dr. Malcolm T. Mac- 
Eachern. Yet he is more. 


He has earned more than the respect of his fellows 
for his contributions in his chosen field. He has won 
their friendship. 


The bundle of keys dangling from his lapel is his 
trademark; golden recognition by his friends of his 
work and of the admiration they bear for him. 


Those who desire a reproduction 
of this color portrait, see page 48. 


—Photograph by Notmaon of Montreal 
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(; OVERAGE IS A WORD that is often 

synonymous with comfort and 
security. It is good to live in a 
house with a good roof overhead. 
In cold weather, there is a sense of 
comfort in covering the body with 
a good overcoat. 

We clothe, we cover ourselves, 
for comfort. Our homes, our hospi- 
tals are built for security from 
storm and cold. We caulk, we 
weatherstrip and we insulate. 
Physically, we see to it that our 
persons and our hospitals are prop- 
erly covered. 

But is this true in respect to 
insurance coverage? The synonyms 
of comfort and security remain, 
even if our coverage is in terms of 
insurance protection. 


A ‘LITTLE FIRE’ 


There is a little fire in the ac- 
counting office. Only some papers 
were burned. The fire insurance 
company, we say, will pay for 
that loss. But will they? They will 
pay for the value of the paper that 
was burned. How much was the 
paper worth? It included about 
400 ledger sheets that cost about 
one cent apiece, so the claim is for 
$4. The ledger sheets happened to 
be the accounts receivable, shown 
on the hospital balance sheet as 
totaling perhaps $60,000. Destruc- 
tion of these records would prob- 
ably make it impossible for the 
hospital to realize $60,000 of assets. 
With this knowledge, does the 
superintendent feel very comfort- 
able without coverage? 

It is true that institutions as 
well as individuals can become 
overinsured—insurance poor. On 
the other hand, it savors of com- 
mon sense that the expenditure 
on the insurance budget be as 
balanced as the meals we expect 
our dietitian to arrange. In the 
hospital field, there are certain 
risks we do not take. In cases of 
possible communicable disease, we 
observe proper isolation technique, 
even if more costly accommodation 
is thereby made necessary. We 
maintain costly sterilization proce- 
dures. We have become extremely 
alert to the possibility of anes- 
thesia explosion, and installed ex- 
Mr. Zealley, administrator of 186-bed 
Elyria (Ohio) Memorial Hospital, is a 
member of the American Hospital Associa- 
tion's Committee on Insurance for Hos- 
itals. He is chairman of the Insurance 
Committee of the Ohio Hospital Associa- 


tion and a senior member of the Char- 
tered Insurance Institute of England. 
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pensive equipment and floors in 


the departments where explosive 


gases are used. 

One questions, however, our 
willingness to accept with apparent 
unconcern the administrative risks 
to hospital assets and values. But 
is this not rather a matter of “for- 
gotten” risks? 


FORGOTTEN RISKS 


What are some of these forgot- 
ten risks? One example has been 
given—accounts receivable. These 
can represent anywhere from 50 
to 75 per cent of the assets of our 
operating fund. It does not need 
much imagination to discover how 
these assets could be lost or de- 
stroyed in ways other than from 
dishonesty or fraud. Many may 
think that in case of fire the in- 


surer would reimburse the hospital — 


if these accounts were destroyed, 
but all that is covered is the value 
of the paper on which they are 
written. 

The average ‘‘accounts receiv- 
able’”’ policy not only pays for loss 
due to damage or loss of the rec- 
ords, which may make the hospital 
unable to effect collection of these 
amounts due, but also includes in 
this coverage the interest on loans 
secured to offset impaired collec- 
tions pending repayment, the 
charges for abnormal collection 
expense made necessary as a result 
of loss or damage, and any reason- 
able expenses incurred in re- 
establishing the records of accounts 
receivable after loss or damage. 

Perhaps you should answer a 
few brief questions— 

How much are your accounts re- 
ceivable? 

Are you quite comfortable about 
the fact that this amount is not 
insured against loss? 

How much does it cost to insure 
this asset? 

May we now look at another 
example. A hospital recently had a 
fire in its laundry. Naturally, the 
hospital had to stay in business, 
although this very necessary de- 


‘partment was out of commission 


for some weeks. The laundry 
building and equipment were in- 
sured by the standard fire and 
extended coverage policy, and re- 
pairs and replacements were paid 
for by the insurers. But the hospi- 
tal superintendent had to arrange 
for all the hospital laundry to be 


done by an outside commercial 
laundry. This part of hospital busi- 
ness wes interrupted. The super- 
intendent was both surprised and 
annoyed to find that the fire in- 
surers would not pay the extra 
cost of sending out the hospital 
laundry. | 

Suppose there were a major fire 
in the hospital—or one of its de- 
partments. That we insure our 


buildings and equipment against 


this event is evidence of its possi- 
bility. What do we do, however, 
about the trained technical and 


- professional staff we and our pred- 


ecessors have so carefully, and 
with many pains, gathered to- 
gether over the years? After the 
disaster, how soon will the hospital 
be back in operation and earning 
again? And from the time of the 
disaster until the hospital is back 
in service, from what source will 
the administrator, departmental 
heads and professional and techni- 
cal staff members receive their 
remuneration? 

Supposing, as another example, 
the fire was just in the x-ray de- 
partment —and this department 
was put out of commission for 
three months or so. Income from 
the x-ray department represents 
possibly 10 to 12 per cent of the 
hosgpital’s total income. In addition, 
would not many of the hospital’s 
procedures be affected if the x-ray 
department were not available for 
diagnostic assistance and treat- 
ment? And would not the hospi- 
tal’s income be affected to a greater 
extent than the actual income from 
that department? 

In the last analysis, have we 
accepted the fact that loss of earn- 
ings after a fire or other hazard is 
often larger than the: direct prop- 
erty loss? 


‘INTERRUPTIONS’ CLASSIFIED 


This risk can be insured under 
a “business interruption” or “use 
and occupancy” policy. The causes 
of such business interruption can 
fall into three general classes— 
risks covered by fire and extended 
coverage for property, risks cov- 
ered by steam boiler insurance 
policies, and risks covered by elec- 
trical machinery and appliances 
policies. The business interruption 
coverage generally is arranged by 
the insurers covering the various 
risks to the properties involved. 


HOSPITALS 


If the main steam line from your 
boiler house gave way in the mid- 
dle of the winter, the steam boiler 


insurance policy would cover the. 


cost of its repair. Perhaps this 
‘could all be completed in one week. 
But all patients probably would 
have to be transferred elsewhere 
and you might have more than a 
week’s complete loss of income. In 
the middle of a desperately-cold 
winter spell, even in the average 
hospital, this would result in ac- 
tual loss of $10,000 to $15,000 in 
earnings. 

Under business interruption in- 
surance coverage, it is a comfort- 
able feeling to know that: 

—You will receive compensation 
for reduction in earnings while 
operations are partially suspended. 

—Expenses that must continue 
while the hospital is not in opera- 
tion will be paid. 

—Salaries of important person- 
nel and (if you wish) necessary 
ordinary payroll will be paid. 

—Extra expenses incurred to 
speed return to full production 
also will be paid. : 

Most hospitals have taken the 
precaution of having steam boiler 
insurance. High pressure — boilers 
and steam lines are demanded in 
most institutions. The average 
autoclave comes under the heading 
of.a “pressure vessel,” and where 
there is a pressure there is the 
possibility of explosion and result- 
ing damage. Against such a prob- 
ability we arrange insurance coy- 
erage. 

With the advent of the age of 
electricity, electrical equipment has 
been added to the average hospital 
that is: both valuable in service 
rendered and costly to equip and 
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‘Regarding that 
forgotten risk...’ 


The hospital can be secure 


without being ‘insurance poor’ 


HAROLD A. ZEALLEY 


maintain. In spite of the many 
safeguards and control devices 
built into these machines — just 
like the safety valves on steam 
boilers—something can go wrong: 
Costly equipment can be severely 
damaged, and subsequent repair 


’ and replacement bills can “burn a 


large hole” in the operating budget 
of any hospital. Then, at the same 
time, services may have to be cur- 
tailed during the time of repair 
and replacement, with consequent 
loss of income, 


REVIEW YOUR EQUIPMENT 


It must be observed, however, 
that this paper does not recom- 


mend “business interruption” in- 


surance for breakdown of electrica] 
equipment and appliances, at least 
on a general basis. The majority of 
hospitals have been so accustomed 


_ to adjusting to such problems with 


speed and success that this possi- 
bility—of reduced income—is not 


so vital here as in the case of fire 


or boiler disasters. 

We can suggest, though, that a 
review be taken of all motors or 
pumps in the hospital with a horse- 
power rating of five or above. 
Main exhaust fans from ventilat- 
ing ducts, centrifugal pumps and 
pump motors for the distribution 
of water supplies throughout the 
hospital, air conditioning systems, 
standby generators and motors in 
the laundry for compressors, iron- 
ers and washers quite possibly are 
5 hp and above. We should remem- 
ber the fans and fan motors in the 
boiler room. 

In addition, there is the matter 
of transformers—if you have pri- 
mary voltage of 4,000 or more 


coming into the hospital, you have 


a battery of transformers in the 
transformer room. One sudden 
electrical fault in one of these may 
damage some most costly equip- 
ment. Then there is the equipment 
in your main switchboard and dis- 
tribution room, all of which can be 
subject to expensive breakdown. 

What kind of hazard lies in this 
equipment, which can be very 
costly to repair or replace? Insula- 
tion can fail; windings of expen- 
sive motors can burn out; protec- 
tive devices can fail. There may 
be improper lubrication of bear- 
ings, or equipment may be used on 
a job for which it was not designed. 
Band wires or fastenings may 
break; there may be damage due 
to vibration or wrong alignment. 
A machine may be overloaded, and 
shafts and other mechanical parts 
can break. 

The average hospital engineer 
is expected to be the “jack of all 
trades,” and fortunate, indeed, is 
the institution having a man so 
skilled in mechanical and electri- 
cal engineering that he can recog- 
nize symptoms of impending diffi- 
culty. Because of this improbabil- 
ity, the standard companies insur- 
ing these risks have an inspection 
service that is as particular and 
as important as the service pro- 
vided in the inspection of steam 
boilers and lines. If the hospital 
has a skilled electrical and me- 
chanical engineer who can make 
detailed inspections of this kind, 
then the risk involved is lessened. 
But such hospitals are few, and 
the amount of premium involved in 
coverage of electrical equipment 
and machinery seems to be no 
more than reasonable payment for 
the excellent inspection services 
provided under the insurance con- 
tract. 

In conclusion, may it be pointed 
out that the majority of improve- 
ments in the hospital field cost 
money, at least initially. This is 
true whether itis labor-saving 
equipment or a more adequate 
bookkeeping system. The point to 
make is that we are custodians of 
public property, responsible for 
seeing that this property is not 
subject to the risks of damage and 
hazard. A reasonably-adequate in- 
surance program can assist us in 
our responsibility. Good coverage 


’ makes for comfort for all con- 


cerned. 
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AY VOLUNTARY or tax-sup- 
ported hospitals maintaining 
inpatient ward services are fa- 
miliar with the problem of treat- 
ing former “acute” patients who 
no longer require full diagnostic 
and therapeutic facilities, yet who 
still, need a certain amount of 
medical and nursing attention. 
These patients are principally in 
the older age group, hospitalized 
for longterm illnesses. They are 
not well enough to be discharged 
as ambulatory to thé outpatient 
clinic, and for the most part they 


are medically indigent and cannot 


pay for physicians, nurses nor 
other personnel in their homes. 
This article describes a hos- 
pital-sponsored home care pro- 
gram that provides very satisfac- 
tory care for this group of patients 
and releases scarce and expensive 
hospital beds for patients who need 
them. This program, moreover, 


Dr. Littauer is executive director of the 
410-bed Jewish Hospital of St. Louis. He 
cites the following credit: ‘““‘The principles 
and of home care were de- 
scribed by E. M. Bluestone, M.D., who in 
1947 established at Montefiore Hospital in 
New York a successful project for extend- 
ing the hospital's services into the home. 
This project emphasized the team concept 
of treatment. The home care program con- 
ducted by the Jewish Hospital of St. Louis 
since June 1953 is based upon principles 
developed by Dr. Bluestone.” 


affords the community another 
health resource for a group causing 
growing concern—the chronically 
ill, particularly those who are 
medically indigent. 

The program is organized to care 
for about 25 patients at a time in 
their homes. This figure was se- 
lected as the maximum that could 
be serviced efficiently by a part- 
time medical director, one medi- 
cal social worker and a secretary, 
and the minimum that could give 
us information for evaluation in a 
reasonable period of time. 

The Jewish Hospital of St. Louis 
is a hospital center with acute, 
vhronic and _ rehabilitation di- 
visions. Cases for home care are 
accepted from the acute wards 
and the outpatient clinic, from the 
chronic disease institution and its 
waiting list. We are just beginning 
to accept patients for follow-up 
care from our rehabilitation unit, 
as the specialized services of a 
physiatrist and a nurse trained in 
“activities of daily living” rou- 
tines have become available. In 
addition, selected patients suffer- 
ing from. pulmonary tuberculosis 
and receiving rapid - treatment 
drugs are accepted for home care 
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as a special project in cooperation 
with the St. Louis Tuberculosis and 
Health Society. . 

The staff consists of the part- 
time medical director mentioned 
above, assisted by three part-time 
physicians, one fulltime medical 
social worker, nurses from the 
Visiting Nurse Association serving 
on an hourly basis, and a fulltime 


secretary. Medical and _ surgical 


consultants are used as needed. 
Homemaker service is provided 
where necessary, but not routinely, 
since one of the criteria for accept- 
ance—as will be described later— 


is the active participation of the ~ 


family in care of the patient. A 
physical therapist from. the hos- 
pital staff is available. Under the 
system we have worked out for 
occupational therapy, the Occupa- 


Arteriosclerotic Heart 


Coronary Insufficiency _..... 1 
Rheumatic Heart Disease 6 
Rheumatic Fever... 2 
Rheumatoid Arthritis 1 
Pulmonary Tuberculosis _.. 7 


Diabetes Mellitus 6: 
Infectious Hepatitis... 3 


Arteriosclerosis Obliterans 
with Gangrenous Toe... 2 


Lymphosarcoma 1 
Pulmonary Emphysema... 1 
_Thrombophlebitis 1 
Fracture of if 
Miscellaneous 4 

57* 


*Program begun June 1, 1953. 
Full case load of 25 not attained 
until December 1953. 
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tional Therapy Workshop of St. 
Louis, which has an excellent pro- 
gram of home service to patients, 
furnishes supervision of volunteers 
provided by the Women’s Auxili- 
ary of the Hospital. ; 
During the first year, nearly 
3,000 visits to patients were made 
under the program. Of these, 929 
were visits and interviews by the 
social worker. Nurses made 919 
calls and home care physicians 773. 


ELIGIBILITY 


Patients are screened medi- 
cally and socially. The medical in- 
dications we use as a guide are 
that the patient needs the phy- 
sician’s services at least once every 
two weeks but not oftener than 


- once a week. He must be capable 


of responding to treatment, but not 
well enough nor’ ambulatory 
enough to come to an outpatient 
clinic. Diagnoses of patients ac- 
cepted for care during the first 
year fall into the broad categories 
listed at left, below (secondary 
diagnoses not included). 

Social indications are medical 
indigency, a home to which to re- 
turn and willingness by the patient 
to accept home care. There must be 
willingness by the family to accept 
the patient back into the home and 
to cooperate in the treatment 
schedule worked out by the home 
care physician and visiting nurse. 
Patients can pay for their care if 
they are able, but income from 
them accounts for barely more 
than two per cent of the total. 

When the patient is accepted 
medically and socially, the medical 
director assigns a physician to the 
case. Except for the occasional 
night call or emergency, home care 
physicians follow only the patients 
regularly assigned to them. It is 
customary for the physician to 
see the new patient—and if pos- 
sible the family—within 48 hours 
after acceptance of home care, and 
before the patient leaves the hos- 
pital. 

The schedule of treatment is 
drawn up by the physician in 
cooperation with the visiting nurse, 
who instructs the family in simple 
nursing procedures in addition to 
caring for the patient. 

We operate the program from 
one large room, which has been 
partitioned to provide small pri- 
vate offices for the medical direc- 


tor and other part-time physicians, 
the medical social worker and the 
secretary. Hospital-type charts are 
maintained for each patient in the 
secretary’s office; these charts con- 
tain complete notes of physicians, 
visiting nurses and the _ social 
worker. Since the offices are ad- 
jacent to the outpatient clinic, the 
occasional examination of patients 
is performed there. 

A “supply closet” similar if not 
identical to the familiar “cancer 
closet” maintained in many com- 
munities is sponsored by a 
women’s charitable. group, the 
Miriam Lodge No. 17, United Or- 
der of True Sisters. Dressings, uri- 
nals, bedpans, bed jackets, slippers 
and similar items are furnished 
without charge from this “closet.” 

Drugs are dispensed from the 
hospital pharmacy on prescription 
of the home care physician, the 
home care office being billed at 
the clinic charges, which approx- 
imate cost. 

Ambulance service and oxygen 
are supplied by one of the local 
ambulance companies at low fees, 
as are hospital-type beds from a 
rental service. Patients are brought 
back to the hospital for a few 
hours by ambulance or taxicab for 
such procedures as_ transfusions, 
x-rays and_ electrocardiograms. 
This has been found to be more 
satisfactory than bringing portable 
equipment to the patient. 

If patients on home care must 
be re-admitted to the wards of 
the hospital, the admitting office 
gives them first priority, since the 
home care physician does not 
recommend re-admission except in 
case of bona fide emergency. In our 
experience, it is necessary to keep 
two beds available in the hospital 
for re-admission from the group of 
25 home care patients. 

cosTs 

When the program was set up a 
year ago, we estimated that we 
could service 25 cases on an annual 
budget of $30,000, or $1,200 per 
patient per year. Actually, costs 
from January 1 through May 31, 
the last five months of this period 
during which we were at full 
census, approximated $2.64 per 
day, including allocation of such 
overhead items as light, heat, 
telephone service, housekeeping 
and maintenance and amortization 
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financial report May 1954 


INCOME: 


Patients 
Contributions 


TOTAL INCOME 


EXPENSES: 
Operating Expenses: 


Salaries (Physicians, Social Worker, Clerical) 


Medical Consultant Fees 
Supplies 

Visiting Nurses Association 
Medical Equipment Rental 
Oxygen 

Ambulance Service 
Occupational Therapy 
Physical Therapy 

Drugs 

X-ray Examinations 
ECG-BMR Examinations 
Laboratory Examinations 
Radioisotope Examinations 
Housekeeping Services 
Conterence & Trave! Expenses 
Miscellaneous 

Overhead & Depreciation 


Total Operating Expenses 
Capital Equipment Expenses: 
Office Equipment (net) 


TOTAL EXPENSES 


Total number of patient days of care 
Cost per day of patient care* 


ONE FIVE ONE 
YEAR MONTHS MONTH 
($-1-53 to (1-1-54 to (May 1954) 
5-31-54) 5-31-54) 
$ 438.00 | $ 378.00 $ 25.00 
19,416.54 9,702.26 1,902.2! 
$19,854.54 | $10,080.26 | $1,927.21 
$10,597.42 | $ 4,695.00 | $ 935.00 
175.00 132.00 25.00 
280.28 92.48 44.52 
2,527.25 1,394.25 - 401.50 
232.58 93.13 (35.37) 
231.85 36.00 13.50 
271.80 144,00 79.20 
20.00 
43.00 43.00 — 
1,732.40 1,095.35 229.85 
149.75 97.25 19.00 
54.50 51.00 20.00 
66.50 44.50 19.00 
5.00 5.00 5.00 
144.25 144.25 —— 
288.50 288.50 
375.65 294,27 58.86 
1,345.80 560.75 112.15 
$18,541.53 | $ 9,210.73 | $1,927.21 
1,313.0! 869.53 
$19,854.54 | $10,080.26 | $1,927.21 
6,508 3,495 792 
$2.85 $2.64 $2.43 


*Does not include capital expense for equipment, but does include depreciation expense. 
(Program began June |, 1953) 


of capital equipment expenses. 
We believe that payments to 
physicians were scaled too low 
initially, and it is expected that 
costs will rise close to $3 per case 
per day when adjustments have 
been made. A breakdown of costs 
by category, based on the first 
year’s experience, is shown as 
above. This includes a balance of 
income against operating expense 
for the first year, and for the final 
five months and one month of the 
year. On the basis of this experi- 
ence an estimated budget has been 
set up (below) for the period 
June 1, 1954 to May 31, 1955. 


Funds to operate the  pro- 
gram come from extra-budgetary 
sources; that is, they are not 
charged against income and ex- 
pense of the inpatient services 
and the outpatient clinic. At pres- 
ent, three organizations partici- 
pate—the St. Louis Tuberculosis 
and Health Society, the Women’s 
Auxiliary of the chronic disease 
division of our hospital and the 
Jewish Federation of St. Louis. 

Our residents in medicine and 
surgery have been drawn into the 
project by planning for discharge 
of suitable cases who otherwise 
would tie up teaching-ward beds 


estimated budget - June I, 1954 to May 31, 1955 


Salaries: 


Medical Services (4 part-time physicians) $ 7,800.00 
Medical Social Worker | 4,500.00 
Secretary 2,825.00 
Medical and Surgical Consultants’ Fees | 500.00 
Occupational Therapy 500.00 
Physical Therapy 500.00 
Visiting Nurses 4,500.00 
TOTAL $22,125.00 
Supplies and Drugs: 
et Rental, Oxygen, Ambulance Service, Housekeeping 
ervice, Equipment, etc.) $ 6,175.00 
Overhead: 
(Telephone, Insurance, Heat, Light, Conference and Travel 
Expense, Contingency) $ 1,700.00 
GRAND TOTAL $30,000.00 
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that could be used for other cases. 
We do not send interns or resi- 
dents into the home. Student visit- 
ing nurses visit with their senior 
colleagues as part of a demon- 
stration nursing project. | 

A foundation stone of the pro- 
ject is the team concept. Unless a 
hospital finds within its own re- 
sources or those of the community 
an adequate number of medical 
social workers, occupational thera- 
pists, physical therapists and like 
personnel who can be organized 
into a team oriented to home care, 


it should not attempt to operate 


such a program. 

Another important  consider- 
ation is the attitude of the medi- 
cal profession. Their cooperation 
should be assured by the knowl- 
edge that this is essentially a pro- 
ject for the medically indigent, 
who cannot afford such care in 
their homes under private aus- 
pices. As a matter of fact, in St. 
Louis the program has been ac- 
cepted so well by our medical 
staff that we are beginning to re- 
ceive inquiries from some prac- 
ticing physicians about the possi- 
bility of accepting worthy patients 
who could benefit by treatment 
in their homes by an experienced 
team. 
The home care program lends 
itself to special studies and ac- 
tivities. As noted above, we are 
accumulating data on the results 
of treatment of cases of acute pul- 
monary tuberculosis with P. A. S., 
Isoniazid and streptomycin in the 
home. We are about to follow up 
in the home the bladder and bowel 
control laboriously taught to para- 
plegics hospitalized in our reha- 
bilitation division. 


RESULTS 


What are the results, what are 
the advantages, of home care? 

For the hospital, it has meant 
adding 25 beds to its capacity 
with no cost of construction and 
less than one-fifth the cost of 
maintenance per year; an-inpa- 
tient ward bed costs over $5,000 
per year to service. Moreover, it 


has released 25 hospital beds for 


those who require the complex 
diagnostic and therapeutic facili- 
ties and the constant medical and 
nursing attention available at the 
central institution. 

For the patient, it enables him 


HOSPITALS 


to return to his own home and 
family, for which the hospital ward 
is not a_ satisfactory substitute. 
Besides, he is no longer competing 
for attention with the “acute” 
patient. 

For the practicing stialidels it 
offers another resource for care 
for a group of patients who have 
not the financial means to com- 
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mand the skills provided by the 
home care team. | 

For the community, it enables 
many organizations offering special 
services for the ever-increasing 
group of chronically-ill medically 


indigent patients to pool their in- 


terests in a comprehensive team 
program, rather than engage r 
projects. 


ITH CHRISTMAS approaching, 
hospitals can profitably give 
thought to local businesses 
and industries which are pos- 
sible donors of equipment at this 
time of the year. 

Last year, John C. Proctor Hos- 


pital wes visited by a partner in 


a Peoria firm that wished to pre- 
sent a Christmas gift to the hospi- 
tal in behalf of its customers. Like 
many other businesses, it had been 
this organization’s practice in the 
past to give individual gifts to its 
customers. In 1950, the firm, Peoria 
Auto Parts Company, re-directed 
its Christmas giving. 


The new concept of giving is 


best summarized in a letter I re- 
ceived from the company presi- 
dent. “It has been the custom for 
the past several years for our 
wonderful customers to cheerfully 
forego their usual individual 
Christmas gifts from us, which 
by necessity are small in size, and 
combine all our efforts in present- 
ing to the community a gift of more 
lasting value—a gift for humanity.” 
Since the start of the new plan, 
signal lights for school. children 
were donated to the community, 
and in 1951 St. Francis Hospital 
and in 1952 Methodist Hospital 
were recipients of special gifts. 
Last year Proctor Hospital was 
asked to recommend the type of 
equipment it wished to receive as 
a Christmas present from the 
Peoria firm and its customers. In 
selecting the equipment, I felt that 
it should be something with ap- 
parent appeal and that the firm 
should be allowed to make reason- 
able use of the gift in its public 
relations program. We had no 
oxygen-air pressure lock and the 
prospective donor—being the 
father of a small family—was tre- 


---a gift for humanity 


mendously interested that this item 
be purchased. Since the cost did 
not represent the full amount of 
the $1,500 available, the donor 
was willing also to purchase a new 
incubator as a companion piece. 

When the equipment arrived, a 
representative of the manufacturer 
demonstrated its use to the nurs- 
ing and medical staffs. We invited 
the donor to the demonstration and 
later allowed him to see both 
pieces of equipment put to use the 
first time it was needed. 

The hospital, of course, thanked 
the firm and gave it permission to 
quote our letter of appreciation. 
The pertinent part of the letter was 
as follows: 


| am directed by the Board of Direc- 
tors of this hospital to express their ap- 
preciation for your gift to the hospital 
of the oxygen-air pressure lock and the 
incubator. 

The development of new methods and 
advances in the care of patients, espe- 
cially infants, has done much to reduce 
mortality and morbidity, but costly pro- 
cedures are involved and the necessary 
equipment is quite expensive and diffi- 
cult, under the conditions in which most 
hospitals find themselves, to obtain. 

Your generosity, therefore, has sup- 
plied us with equipment we have, for 
some time, wished to have. 3 


This letter was duplicated and 
sent to customers along with a 
letter from the firm president. The 
president’s letter imprinted on spe- 
cial Christmas letterheads starts 
off, “For the fourth consecutive 
year, it is a pleasure to co-operate 
with you, our valued customers 
and friends, in keeping ‘Christ’ in 
Christmas with a gift to humanity 

. a gift that might sometime 
serve your family or your friends.” 
The letter then describes the gift 
made to the hospital on behalf of 
the customers.—LEONARD P. 
Goupby, administrator, John C. 
Proctor Hospital, Peoria, Ill. 
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INSERVICE education leads to \MPROVED SERVICE 


DELORES J. SCHEMMEL, R.N. 


NSERVICE EDUCATION certainly 
| isn’t new. We have had some 
form of concomitant informal 
teaching since the very beginning 
of organized nursing. In the past, 
many of our hospitals were staffed 
almost completely by student 
nurses trained through an ap- 
prenticeship method. This method 
was adequate to meet patient needs 
before evolutionary changes 
made in hospitals during this past 
decade. 

These changes were momentous. 
Briefly, the story is this: Organ- 
ized nursing was all but breaking 
down under the burden of more 
patients, more hospitals and rapid 
advances in the practice of medi- 
cine. Some 325,000 helpers were 


introduced into nursing, the ma-. 


jority unprepared by tradition or 


DeLores Shemmel is director of nurses at 
293-bed Collis P. and Howard Huntington 
Memorial Hospital, Pasadena, Calif. This 
article is abstracted from a paper delivered 
by the author before the Western Hospital 
Association Convention last April. 
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training for such a role. Mobility 
added to the strain, drawing upon 
the lures of travel or marriage, on 
the prospect of:greater job satis- 
faction in another field or better 
personnel policies in some other 
hospital. 

Sociologists probably would di- 
agnose the dilemma as a “cultural 
lag.” Hospitals were catapulted 
into one of the nation’s largest 
businesses in a relatively short 
time. We went all-out for expan- 
sion without going all-out on a 
program to develop our hospital 
personnel. 


‘FUNDAMENTAL CONCEPT’ 


At the 55th annual convention 
of the American Hospital Associa- 
tion last year, Dr. Edwin L. Crosby, 
then president and now director of 
the Association, listed education as 


_one of the fundamental concepts of 


CLASSROOM demonstrations play a major 
role in the inservice education program es- 
tablished at Huntington Memorial Hospital. 
Above, supervisor shows group how to teach 
patients fhe major chest surgery exercises 
that hasten postoperative recovery. 


the voluntary hospital system in 
America. “Education and training 
within hospitals must be ex- 


panded,” he said. “Education of. 


the patient, education of various 
categories of hospital personnel 
and education of professional 
groups within hospitals require 
further development if we are to 
obtain the objectives which we 
have in mind.” 

There is much evidence to sup- 
port increasing awareness and in- 
terest by hospital people in doing 
a better job in education and 
training. 

Recently, a local nursing service 
division sent a questionnaire to 
hospitals and health agencies in | 
our county to find out the nursing 
service needs.' More meaningful 
inservice education was listed as 
the number one need by respond- 
ents. A nationwide training pro- 
gram for nursing aides has been 
launched. There are inexpensive 
handbooks, .uides and manuals 
compiled for the administrator of 


iLos Angeles County Unit of the Cali- 
fornia League for Nursing Education. 
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nursing service, the instructor of 
auxiliary personnel, aides, the 


head nurse at work, not to forget 


all that has been written on the 
nursing team plan. 
Much credit for activity toward 


better inservice nursing education 


belongs to the National Committee 


for the Improvement of Nursing 


Service, and to the Joint Commit- 
tee for the Improvement of Care 
of the Patient.? 

OVERCROWDED CONDITIONS 


At Huntington Memorial Hospi- 
tal in Pasadena, orientation and 


continuation education have given. 


us employees who grow in propor- 
tion to their growing jobs and re- 
sponsibilities. But this only came 
about after we acted to expand 
and vitalize our inservice education 
program. 


Following World War II, we felt 


an increasing tempo of activity in 
our hospital. Like many other hos- 
pitals, our chief concern was to 
expand our facilities to meet the 
growing demands for health serv- 
ices, 
Like many other hospitals, we, 
too, crowded in many additional 
beds, added a convalescence unit 
and enlarged our emergency serv- 
ice. During this expansion period, 
we recognized the importance of 
good personnel, but failed active- 
ly to support or initiate a plan 
for personnel and leadership de- 
velopment. Somehow we just hoped 
qualified personnel would be avail- 
able as needed. : 
An institute on nursing service 
administration in San Francisco 
paved the way for immediate ac- 
tion. After a preliminary meeting 
with our administrator, we sched- 
uled a meeting to- include the 
administrator, director of public 
relations, the director of nurses 
and the assistant in nursing edu- 
cation. We appointed an inservice 
education committee, with the as- 
sistant in education as chairman. 


The chairman was relieved of part 
of her regular functions and dele- . 


gated to spend at least 20 hours a 
week in developing an active in- 
service program. ! 
The first activity of the new 
committee was to evaluate gaps 
and weaknesses in the existing 
program, and then to plan a one- 


2Joint Committee of the National pangne 
for Nursing and the American Hospital 
Association. 
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year program around the greatest 
needs of our nursing service per- 
sonnel. 


ORIENTATION 


The first. area to be considered 
was designing anew the orienta- 
tion program. Through staff par- 


ticipation we gathered together a 


check list of 35 items to be covered 
(p. 80). Since then, similar check- 
lists have been devised for other 
categories of personnel. 

Some of this instruction now is 
given during the regular Monday 
orientation classes by the chair- 


man of the inservice committee. 


Other items pertaining to the 
clinical unit are given by the head 
nurse or supervisor. On the check 
sheet, the instructor, head nurse 
or supervisor signs in the proper 
classification column after giving 
the instruction. After all items are 
checked, the employee returns the 


check list to the chairman of the 


inservice committee. 

From follow-up conferences with 
our nursing personnel, we have 
learned that our efforts are appre- 
ciated and that adjustment to our 
institution is facilitated. Occa- 
sionally a new employee will say, 
“I’ve never received so much per- 
sonal attention and help in any 


- prior position.” That’s a gilt-edge 


premium. 

Our orientation for ward clerks 
includes a one-week concentrated 
program of instruction, observa- 
tion and performance of tasks 
under direct supervision of a 
teaching ward clerk. The “when,”’ 
“how,” and “why” of each task is 
taught and the trainee is evaluated 
on performance in return demon- 
strations. By this method we find 
that at the end of two weeks a new 
clerk is more capable of doing the 
job than in eight weeks under the 
old “trial-and-error” method. 


CONTINUATION PROGRAMS 


The second area of inservice 
activity to receive attention was 
our continuation program for pro- 
fessional nursing personnel. We 
realized that many nurses find 
themselves in nursing situations 
and are asked to accept responsi- 


‘bilities for which they are unpre- 


pared. It is not uncommon for a 
nurse who may never have worked 
in team nursing suddenly to find 


-herself in a situation where she 


is responsible not only for a block 
of patients but for auxiliary per- 
sonnel as well—to guide, teach and 
direct besides making plans for 
nursing care of her patients. How 
effective will her services be, and 
how secure will she be in guiding 
those under her care? 

Continuation programs planned 
around the needs of nursing per- 
sonnel are a “must” for the nursing 
department, where the objective is 
maintaining a high standard of 
patient care. In our continuation 
programs we have included topics 
ranging from the team plan to 
disease entities, and from problem 
clinics to studies on evaluation of 
nurses’ notes. 

A very interesting program, for 
example, developed around the 
care of chest surgery. At that time, 
everyone felt insecure when a 
patient was scheduled for a lobec- 
tomy or pneumonectomy. Besides, 
there was only one private duty 
nurse who had had much experi- 
ence with this surgical entity—all 
other private duty nurses regis- 
tered against this type of work. 

To the nurses on the surgical 
floors, learning about giving good 
care to these patients presented a 
real challenge. From observations, 
nurses noted that the patients who 
were properly oriented for this 
type of surgery—told what to ex- 
pect, how to cooperate following 
surgery by coughing and position- 
ing themselves, told about symp- 
toms likely to occur—made re- 
markable recoveries in less time. 

Not only were the nurses inter- 
ested in learning how to give good 
care and the principles: underlying 


this care, but they prepared orien- ~ 


tation material for the patient 
prior to surgery. They then staged 
a skit with the first scene prepar- 
ing and orienting the patient for 
surgery. The next scene portrayed 
the day of surgery, demonstrating 
the nursing care involved, and the 
last scene showed the convales- 
cence period. All of this material 
was checked and approved by our 
three chest surgeons. They were 
delighted that nurses were inter- 
ested in teaching patients. 

The material covering instruc- 
tion to patients and the principles 
underlying nursing care for pa- 
tients with chest surgery was put 
in a monograph form. A copy was 
placed in a nursing care guide book 


& 
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HUNTINGTON MEMORIAL HOSPITAL ORIENTATION FOR NURSES 


(Following is the checklist of 35 categories established for nurses’ 
orientation at Huntington Memorial. Under each of these broad categories 
are specific checkpoints on forms, responsibilities and location of items 
to be explained during orientation. These specific checkpoints vary, of 
course, with the organization and physical plant of each individual hos- 
pital; they must be determined locally.) 


(Health services; sick leave; workmen's compensotion; 


ro 


. Assianment to dut 


Fire regulations 


nusugl occurrence slip; legal implications 


. Resignations 

Physical set-up 

. Admission transfer 
Kardex instruction 

. Medicine routine 

. Surgical routine 

. Visitor regulations 

. X-ray routine 


24. Keys—narcotic; linen; morgue 


. Multiple consent sheet 
. Restraints 
. Procedure manual 


34. Policy manual 


that includes other monographs all 
developed through inservice activ- 
ities. 

Another sequel to the drama in 
chest surgery was that the grape- 
vine worked very effectively. The 
private duty nurses asked to at- 
tend one of the nine repeat per- 
formances on this subject. We no 
longer have difficulty in getting a 
private duty nurse to care for a 
patient with chest surgery. 


uf 


INSTRUCTION SIGNATURE 
BY OF EMPLOYEE 


We recognize that the quality of 
supervision is a major factor in 
promoting quality nursing care, in- 
fluencing attitudes and satisfying 
the needs of workers. We think of 
supervision as a job of guiding, 
effecting behavior change: and 
achieving work through the co- 
operation of others. 

Too often, supervisors are not 
given status commensurate with 


their responsibilities nor are they | 


given the opportunity to develop 
their potentialities. 

Our program for supervisory de- 
velopment is planned through reg- 
ular weekly conferences that 
started three years ago. Each year, 
the group nominates its own chair- 
man and secretary. 

The first endeavor of this group 
was compilation of a nursing poli- 
cies manual including hospital 
policies as they relate to nursing. 
Keeping this manual current and 
communicating to staff members 
any policy change or additional 
new policy is the responsibility of 


our supervisory group. 


Through supervisory confer- 
ences, nursing problems are ex- 
plored and attempts made at find- 
ing the best possible solution. 
Plans are initiated for improve- 
ment of patient care, interdepart- 
mental relations are strengthened 
and greater understanding of the 
work in other departments results. 
Frequently the supervisory group 
makes recommendations to admin- 
istration #egarding the need for a 
policy or change in policy. Many 
times these suggestions and rec- 
ommendations are referred to 
committees of the medical staff 
or executive committee of the hos- 
pital. Opportunities to give sug- 
gestions and to learn how these 
are handled gives the supervisory 
group a feeling of belonging and a 
sense of status with the adminis- 
trative echelon of the institution.” 

The agenda for these conferences 
often includes topics lifted out of 
current hospital, nursing or indus- 
trial relations magazines — topics 
that relate to supervisory skills, 
leadership, abilities, evaluation 
technic, training and _ teaching 
methods, etc. 


LASTING VALUES 


Industry long ago discovered 
that people need orientation and 
continuation education in order to 
grow in proportion to their jobs. 
This opportunity must be given to. 
every worker in the hospital. 

It is a certainty that inservice 
education is a lasting means of 
increasing our professional and 
vocational competence. Well- 
planned and well-directed pro- 
grams are indispensable to us if 
we are to hold steadfastly to our 
objective—improvement of patient 
care. | 
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HIS IS THE CASE history of the . 


medical staff organization of a 
small hospital. The hospital is 
relatively new; it was opened in 
February 1940 with a patient ca- 
pacity of 26. Though an addition 
within the past year has increased 
the capacity to 46 beds, little has 
been altered so far as the medical 
staff organization is concerned. 
This staff has varied in number 
from five men during World War 
II to eight men following the war, 
all being general practitioners. 


This, then, is the working ex- 


perience of a small group, over a 
period of 13 years, working in a 
small hospital. Notable particu- 
larly is the success these men have 
achieved in governing themselves, 
and their actions, to the best in- 
terests of their patients and their 
hospital. 

WEEKLY MEETINGS 


The medical staff was organized 
at the start. After experimenting a 
bit, weekly staff meetings were de- 
cided upon, and these were held 
every Thursday noon at 12 o’clock, 
starting with a light luncheon 
served from the hospital kitchen. 
All meetings were held in the doc- 
tor’s lounge of the hospital. It was 
generally agreed that every meet- 
ing would adjourn by 2 p.m. 

This is the pattern followed to 
_ the present. Excuses for failure 


to attend staff meetings are limited - 


to personal illness, attendance upon 
a patient in an emergency, and 
vacations. Each doctor has re- 
served Thursday noon for staff 
meeting, and, as a result, attend- 
ance averages above 95 per cent. 
This means dedication to a cause. 
Often a specialist is called from a 
large city to attend one or more 
patients, and, if possible, his visit 
is timed to coincide with a staff 
meeting. He is invited to partici- 
pate in the discussion. If such an 
arrangement is not always possi- 
ble, the specialist may be used in 
a fashion as a teacher when he 
does come. 

Medical staff organization is 
governed by a set of “Bylaws of 
the Medical Staff,” drawn up by 


the administrator and representa- 


tives from the governing body and 
from the medical staff. A set of 


Dr. yf tet a member of the staff of 
420-bed Swedish Hospital, Minneapolis, is 
former chief of staff and record commit- 
teeman of the Glenwood (Minn.) Com- 
munity Hospital. 


NOVEMBER 1954, VOL. 28 


organization 


in the small hospital 


WAYNE C. RYDBURG, M.D. 


“Rules and Regulations of the 


Medical Staff” was drawn up in 


somewhat the same manner and 
adopted by the medical staff. These 
documents are too detailed to 
enumerate here, but the bylaws, 
in general, specify the qualifica- 
tions for staff appointment and 
govern discipline of staff members. 
Likewise, officers and committees 
of the staff are specified to a point. 
The staff rules and regulations are 
quite specific and cover staff con- 


’ duct toward the patient and the 


hospital. 
OFFICERS, COMMITTEES 


Staff officers consist of a presi- 
dent, vice-president and secretary, 
all of whom are elected annually. 
The staff president may or may 
not be re-elected. On this staff, a 
man is elected to the position not 
because he is a good feflow or to 
“pass the office around,” but be- 
cause of genuine interest and 
consecration. 


There are two standing commit- 


tees of the staff, viz., the executive 
committee, whose functions are 
common knowledge, and the rec- 
ord committee. For 13 years the 
record committee consisted of one 


member of the attending staff. Now 


the staff acts as a committee of the 
whole, spending alternate meetings 
reviewing charts for filing, and the 
other meetings reviewing deaths 
and pathological reports and dis- 
cussing the cases of patients who 
are seriously ill. 

The responsibility for doing the 
actual spade work in connection 
with incomplete records, however, 


still falls upon the one-man com- 
mittee. This is done not solely be- 
cause of recommendations of the 
Joint Commission, but because it 
is necessary to delegate one per- 
son whose duty it is to peruse 
records in advance and present 
those about which there is any 
discrepancy. Instead of this one 
committee man approaching the 
individual physician when he feels 
a record does not have sufficient 
information or is lacking in some 
other respects, he presents it to the 
entire staff, in part for their ap- 
proval of his action and in part to 
impress upon each staff member 
the manner in which the particular 
record is lacking. 

The staff acting as a committee 
of the whole to review charts for 
filing places the final responsibil- 
ity upon the entire staff. 

All surgical cases are reviewed 
by the staff. A card system is set 
up for each doctor, whereon the 
actual surgical procedure is noted 
along with pre- and post-operative 
diagnoses, and from the evidence, 
the justification for the surgical 
procedure. This forces the medical 
staff to check itself very frequently. 
Clinical pathological conferences 
have been infrequent, but now are 
being arranged regularly. A radi~- 
ologist comes once a week to do 
fluoroscopies and review films 
taken in his absence. All tissues 
removed are sent to the pathologi- 
cal laboratory of our state univer- 
sity for microscopic diagnosis. Hos- 
pital privileges are determined by 


(Continued on page 150). 
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HE HOSPITAL is one of the most 
‘Le organizations to be 
found in our complex society. A 
varied and wide range of activities 
must be coordinated into an inte- 
grated pattern. Knowledge and 
skills in biology, chemistry, phys- 
ics, the art of making people com- 
fortable, dietetics, intricate me- 
chanical technology, finance and 
accounting, family and community 
organization, psychology and mani- 
fold activities necessary to good 
housekeeping all must be brought 
together and focused on one goal. 

These skills have far wider 
range than those required in a 
factory. Also, they have a more 
direct bearing on the goal of the 
hospital than do the many corre- 
sponding ones in a factory. Poor 
housekeeping in a factory, for ex- 
ample, is likely to result in some 
loss of efficiency and an increase 
of hazards, but in a hospital it 
may have more dire results, as 
housekeeping is a direct part of 
patient care. A lunchroom in a 
factory may contribute to good 
human relations, but dietetics in 
the hospital is an essential part of 
treatment. Therefore, none of the 
activities in the hospital are really 
ancillary to the main purpose; all 


This paper is based on the study, “Human 
Relations in Hospitals,” made under the 
auspices of the American Hospital Associa- 
tion by the School of Industrial and Labor 
Relations, a unit of the University of the 
State of New York at Cornell University in 
Ithaca. Dr. Burling is a member of the 
vw of this school and director of the 
study. 
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make their own direct contribu- 
tions and all must be coordinated 
into this main function for the 
goal to be adequately achieved. 
This great diversity of skills and 
functions means that the people 
working in a hospital come from 
extremely varied backgrounds. 
Some have not completed high 
school, while others cannot gain 
adequate skills for'their tasks with 
less than 12 years of pre-profes- 
sional and professional training. 
Social and educational backgrounds 
differ widely, creating wide diver- 
gencies of points of view and sets 
of values. Various groups see the 
hospital through different eyes and 
interpret its goals and purposes 
differently. This results in a tend- 
ency for people to work at cross 
purposes. 
The problem of uniting people 
of such varied skills, backgrounds, 
duties and points of view into an 
integrated team striving for a 
single goal is made still more diffi- 
cult because these people have far 
more intimate face-to-face rela- 
tionships and are called upon for 
more personal cooperation than 
in most organizations. In a factory, 
people with common skills and 
outlook are, for the most part, 
grouped together in teams and do 
not often come in contact or have 
to work directly with people with 
other skills. Doctor, nurse, dieti- 
tian, ward maid and orderly, how- 
ever, all come together on the same 
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floor, and frequently two or more 
of them are called upon to help 
the patient at the same time. The 
problem is not, as in the factory, 
to coordinate the large over-all 
activity of one group with that of 
another, but to fit the little pieces 
of each person’s job together and 
to make a meaningful pattern. 


PERSONAL SERVICE 


This would be difficult to ac- 
complish even if the demands on 
the hospital were steady, invari- 
able ones. But the hospital job is 
more variable than that of most 
organizations. It is absolutely im-. 
possible to keep the work. flow 
steady. People do not become ill 
on a schedule. Demands for hospi- 
tal care come in waves for many 
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reasons, such as the contagious 
nature of many illnesses, the sea- 
sonal fluctuations of others and the 


fact that accidents frequently in- 


volve several people. Except for a 
few elective operations and diag- 
nostic procedures, a backlog of 
orders cannot be created to make 
possible a steady work flow. Nor 
can an inventory of cures be ac- 
cumulated during slack periods to 
be sold to sick people when the 
demand for hospitalization § in- 
creases. The hospital must be able 
to give services at the very mo- 
ment the need is present. 

Furthermore, the material with 
which hospital employees work is 
not uniform and standard. It is 
impossible to order delivery of a 
certain number of standard un- 
complicated appendectomies and 
schedule the work accordingly. 
Every case is unique and has to 
be dealt with in a unique way. To 
a greater or lesser. degree in every 
case, the many activities and skills 
of the employees involved have to 
be varied and their relationships to 
one another modified because of 
the character of the problem. 


TECHNOLOGICAL ADVANCES 


Finally, the problem is raised to 
a higher power because at present 
the hospital is the scene of some 
of the most rapid technological 
changes being made anywhere in 
the country. Duties are constantly 
being re-assigned. Roles are being 
redefined. Old employees must de- 
velop new skills, and new sorts of 
specialists must be brought in and 
somehow fitted into the existing 


P 


organizations. Each of these chang- 
ing services still must be brought 
to the patient at the right time, 
and all must be directed toward a 


common purpose. 


HOW TO COORDINATE 


There are a number of ways in 


_ which coordination can be brought 


about. First, there is recognition 
and acceptance by the members of 
the organization of its common 
goal. Here the hospital has a great 
advantage over many other organ- 


izations. In a manufacturing firm 


it isn’t too clear to anyone con- 
cerned whether the main goal is 
making money or making cork- 
screws, and neither goal is apt to 
arouse anywhere near as much 
enthusiasm as is helping the sick 


to get well. The goal is also recog- 


nized by the public and warmly 
approved. | 
Employees are constantly re- 
minded of this goal. As sick peo- 
ple are in the hospital and many 
employees come in direct contact, 
with them, the employees can see 
how their work fits into the cen- 
tral purpose. This is conspicuousiy 


true of the nurses, doctors and 
dietitians. The ward maid’s work — 


is not quite so obviously related 
to the treatment of patients, but 
the relationship is fairly . clear. 
Although the.laundry worker has 
no direct contact with the patient, 
cleanliness is so definitely a part 


of good patient care that it does 


not take much imagination for him 
to recognize and feel that his work 
is essential to the main purpose of 
the hospital. 


3 
‘ 


Probably the people who have 
the greatest difficulty in relating 
their work to patient care are those 
in the business office. True, their 
work is necessary if the hospital 
is to continue to give care to future 
incoming patients, but in their 
dealing with the actual patients, 
they add to their discomfort rather 
than their comfort. This, it has 
been found in the studies, creates 
considerable conflict in these work- 
ers. They find it difficult to avoid 
the feeling that what they are 
doing actually runs counter to the 
central purpose of the hospital, and 
they are frequently reminded that 
this is the way their work is looked 
upon by the public. 

A second way of bringing about 


coordination is through the plan- 


ning and development of routines. 
Although this is, of course, ex- 
tremely important in the hospital, 
the irregularity of the work load 
and the unique nature of each 
problem set limits to which it can 
be carried. Routines are constantly 
being upset in the hospital, and a 


- great deal of improvisation is es- 
- sential if the patient is to receive 


the care he needs. Standing orders 
of all sorts are helpful in smooth- 
ing out the operation and in con- 
verting critical situations into 
routine ones, but there has to be 
a great deal of flexibility in these 
standing orders. 

' Adequate training of the per- 
sonnel is a third factor in estab- 
lishing effective coordination. 
Highly-skilled workers are a char- 
acteristic of the hospital. They 
know their jobs so well and have 
been trained to exercise such sound 
judgment that a large part of the 
problem of seeing that the patient 
receives the care he needs can be 
left to their individual initiative. 
Minute instructions are not neces- 
sary.. Each person understands his 
own tasks and goes about perform- 
ing them. 

This alone is not sufficient to 
bring about good coordination. 
Each worker must understand the 
relationship of his activities to 
those of others in the hospital. He 
must know not only his own job 
but also much about the jobs of 
the people whose work fits into 
his. The nurse has to know much 
about dietetics and the dietitian 
must understand nursing problems 
if the two are to work together ~ 
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effectively without detailed super- 
vision from above. Also, the nurse 
has to know how a doctor works 
if she is to coordinate her activi- 
ties with his. It may seem a waste 
of time for her to learn how many 
things are done that she will never 
be called on to do, but she must 
understand the work of these 
others if she is to fit into the 
pattern. 

Although the nurse is taught a 
great deal about the doctor’s job 
and problems, the doctor is not 
formally educated about hers. If 
he is sensitive and aware, he picks 
up the information in the course 
of his internship and subsequent 
hospital experience arid learns to 
become a good member of the 
team. However, if he conceives of 
his internship as simply an oppor- 
tunity to learn more about the 
practice of medicine, he can com- 
plete his training without learning 
anything about the practice of 
nursing and remain a poor member 
of the team all his life. 

Finally, coordination is brought 
about through communication. Be- 
cause of the irregularity of the 
work flow and of the unique char- 
acter of the problems presented, a 
need exists for extensive com- 
munication in the hospital. When 
procedures need to be improvised, 
generally there will be more than 
one person involved who will have 
to communicate if the different 
parts are to be put together 
soundly. 


TWO ESSENTIALS 


Two essentials to sourid com- 
munications are rather easily over- 
looked. First, communication is 
not effective if it is not circular. 
It is all too easy to recognize that 
aspect of communication which 
consists of orders flowing down and 
to forget that if orders are to be 
sound they must be based on infor- 
mation which has flowed upward. 

Second, if coordination is to be 
achieved, it is important that there 
be adequate communication along 
the work flow. People whose jobs 
are related must be able to work 


out their relationships between . 


themselves and not depend exclu- 
sively on orders flowing from some 
central point above. This is par- 
ticularly important in the hospital 
because of crises. Communications 
“flowing through channels” are 
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too slow to meet emergencies. In 
some instances the patient might 
be dead by the time all of the 
proper channels had been observed. 

Since communication is so vital 
in the operation of a hospital, it is 
helpful to study some of the bars 
to effective communication. 


BARS TO COMMUNICATION 


One is the pressure of time. 
People feel they are so busy that 
they do not have time to tell each 
other the things that they should 
know. Their own activities are so 
important and so time-consuming 


‘they may forget how important it 


is and how difficult it is to keep 
their work fitted in with that of 
other people. Many hospitals have 
found that regular conferences 
among department heads and 
among members of small working 
units greatly facilitate over-all co- 
ordination. On the other hand, 
there are people in other hospitals 
who say, “We’ve got work to do; 
we can’t take time out for that 
sort of thing.” 

A second bar is there may be no 
established channels for the de- 
sirable flow of information in cer- 
tain directions. In the hospitals 
studied we found that established 
provision for vertical communica- 
tion was much more developed 
than for horizontal flow. The hori- 
zontal channels get established be- 
cause workers want to get their 
work done and get it done well. 
They recognize that they can’t do 
it without communicating directly 
with the people whose work is re- 
lated to theirs. But these channels 
of communication often are not 
official and the employees may 
even feel guilty about using them. 
And the administration may be a 
little guilty if horizontal communi- 
cation is so effective that much of 
the time the hospital runs without 
direction. 

A third difficulty is that even 
where there are established chan- 
nels, these channels become choked 


if not used. The more people are 


accustomed to communicating with 
one another the more readily they 
continue to communicate. When 
the habit of communication is lost, 
it takes considerable effort and 
determination to initiate the nec- 
essary contacts. It is not necessary 
for communication to be about 
the actual business of the hospital 


in order to keep the channels of 
communication open. The habit of 
small talk between various mem- 
bers of the organization who come 
in contact with one another will 
help to keep the channels open for 
necessary communication when 


emergencies arise. A certain 
amount of irrelevant chatter, of 
getting together during lulls over 
a cup of coffee or some other in- 
formal gathering is actually a 
necessity if the organization is to 
be kept in a healthy state of readi- 
ness for communication. People 
who are “strictly business” are apt 
not to be very effective at their 
business. __ 

A fourth bar is the possibility 
of conflict between the channels 
over which communication flows. 
These conflicts between horizontal 
and vertical communication are an 
ever-present possibility. Informa- 
tion flowing horizontally and de- 
cisions made on this basis may at 
any time disrupt the central plan- 
ning and coordination. The cure 
for this is that the people involved 
have enough understanding of the 
over-all operations and problems 
of the hospital to know which de- 
cisions they can safely make among 
themselves and which must be 
referred upward if disruption is 
not to occur somewhere else. : 

Another problem of conflicting 
channels is the two paths of verti- 
cal communication within the hos- 
pital—one to and from the admin- 
istrator and department heads and 
supervisors and the other to and 
from the attending physician and 


the hospital personnel. In none of 


the hospitals studied was there — 
formal provision for adequate co- 
ordination between these two. 
Still another problem that tradi- 
tionally has been a great one in 
the hospital—even though it has 
been minimized in recent years— 


. is that it may be much easier for 


information to flow in one direction 
than in another. The circular ele- 
ment that is essential for good 
communication is omitted. The 
rigid hierarchical system in the 
hospital has made it much easier 
for the doctor to tell the nurse 
what she should know than for the 
nurse to tell the doctor what he 
ought to know. 

Closely related to this is failure 
to recognize all of the information 
that needs to be communicated. 
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The traditional communication 
from nurse to doctor is the chart 
and the report on the patient’s 
condition. Frequently, if the doc- 
tor is to decide soundly, he needs 
to know something about condi- 
tions on the ward that are not 
directly a part of the patient’s con- 
dition. It has not been a part of 
tradition, however, to inform the 
doctor of these things. . 
Furthermore, the traditional 
communication from doctor to 
nurse has been verbal and written 
orders, but increasingly the nurse 
has to exercise judgment and initi- 
ative in her care of patients. To 


do this, she needs much more gen- 


eral information about the patient 
and about the rationale of the doc- 
tor’s treatment than it has been 
customary to give her. Constant 
re-examination of what informa- 
tion should flow in both directions 
in all parts of the hospital opera- 
tion is needed if adequate co- 
ordination is to be achieved. 
Finally, though the primary goal 
of the hospital is clear and readily 
accepted by all members, there are 
many secondary goals, which be- 


long to one or another part of the > 


organization and are not shared 
throughout. These secondary goals 
come into conflict with.one an- 
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other. The business office has as 
its goal the maintenance of the 
solvency of the hospital. Other 
people in the hospital recognize 
intellectually the necessity for this 
but feel no warm enthusiasm for 
it. 

Some members of the institution 
may put research and the advance- 
ment of medical knowledge high 


on the list of goals. Others may 


feel that these are of minor im- 
portance compared with giving 
adequate care to sick people and 
that research programs tend to 
clutter up the main effort. The 
members of the faculty of the 
nurses’ training school tend to at- 
tach much more importance to the 
teaching program than do the ward 
supervisors. This can cause conflict 
over the scheduling of student 
nurses and over the sort of work 
demanded of them. These conflicts 
in secondary goals are complicated 
by the fact that many members in 
the hospital organization belong to 
professional organizations, which 
have special goals for the profes- 
sions themselves: 

These secondary goals of differ- 
ent groups are not fully understood 
and recognized by other groups, 
as they usually are not made ex- 
plicit or communicated from one 


group to another. They become an 
important part of each worker’s 
attitude toward his particular job 
and, what is even more important, 
they help to determine what he 
feels his obligation toward other 
groups is and what their obligation 
toward his group is. 

For example, in one hospital 
studied, the people in the business 
office felt that it was one of the 
obligations of the nurses to assist 
in the collection of bills since the 
nurses frequently had more ready 
access to the families of patients 
and could present the bills more 
easily than could the people from 
the business office. The nurses felt 
that this was strictly a business 
office function and that they had 
no responsibility for it. 

Again, the administrator of an- 
other hospital, who was concerned 
about maintaining the hospital in 
a solvent condition, felt that one 
of the obligations a medical staff 
member assumed in return for the 
services the hospital gave him was | 
to bring in patients to help main- 
tain the patient census at the point 
where the hospital would at least 
break even. The doctors, on the 
other hand, held staff positions in 
two different hospitals and felt 
that their entire obligation was to 
get the patient to the hospital of 
his choice unless there was some 
medical reason for choosing one or 
the other. It never occurred to 
them that they had any obligation 
to the administrator to help with 
the census. It therefore not infre- 
quently happened that the things 
the administrator would say to the 
doctor, based on his assumption, 
were quite meaningless to the phy- 
sician. One way in which com- 
munications could be materially 
improved would be for all con- 
cerned to get their opinions and 
beliefs out in the open and to dis- 
cuss the unrecognized mutual ob- 
ligations that the different groups 
assume about one another. 

Hospitals have a difficult job of 
coordination, and they get the 
job done. Patients receive the 
items of care they need in proper 
order and at the proper time to 
an almost miraculous degree. Com- 
munication throughout the hospi-. 
tal does its share in bringing about 
this coordination. Nevertheless, 
there is room for improvement in 
the whole communication process.® 
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URING THE PAST twenty 

years or so, people have come 
by the hundreds into my office—as 
they have into other newspaper 
offices all over the country—to re- 
veal what happened to them in a 
hospital. Our subscribers generally 
don’t make such visits to announce 
how well they were treated. When 
they come in, they come in to beef. 
They were mistreated, they were 
defrauded, they were “done wrong” 
—or so they say—and they’re out 
for blood. Your blood. 

It is quite possible that the opin- 
ions expressed by such of our irate 
subscribers do not necessarily 
represent the opinions of all your 
patients. During the past 14 
months, however, I have been able 
to get what is perhaps a more 
realistic picture of what your pa- 
tients actually think about you, of 
what patients believe they need as 
individuals, and how well these 
needs are being met. 

As part of a reporting assign- 
ment, I visited 107 hospitals in all 
parts of the United States, spend- 
ing many hours or even days at 
each, talking to patients, doctors, 
nurses, orderlies and even super- 
intendents. 

Obviously, this number repre- 
sents only a minute fraction of all 
American hospitals, and the statis- 
tical significance of any findings 
would be highly dubious. Never- 
theless, some of these findings 
were impressive both to me and 
my editors. 

Never before, we found, has our 
country had so many splendid 
hospitals. 

Never before have we had so 
many hospital beds. 


Never before have we had so 


many talented architects and engi- 
neers ready to plan and design 
hospitals—so many experienced 
men and women to run them—so 
many public relations experts, both 
nationally and locally, to tell the 
public the real hospital story. 
Never before have we had so 
many ingenious devices for the 
patient’s well-being and comfort. 
Never before have hospital lead- 
ers been devoting so much thought 


Mr. Silverman is science writer for the 
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ceived his doctor's degree from Stanford 
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Pharmacology. This article is condensed 
from the author's address to the 56th 
American Hospital Association Convention. 


to the individual needs of the pa- 


tient as a person. 

And never before have so many 
patients been expressing their dis- 
satisfaction, their annoyance and 
even their anger. 


PUBLIC REACTION INEVITABLE 


To my mind, this public reaction 
is not only inevitable, but it has 
been delayed much too long. To 


me, these expressions of displeas- 


ure from many of your patients 
are signs that—insofar as med- 
icine and hospitals are concerned 
—the public is maturing. It is be- 
ginning to think for itself. 

Your patients no longer believe 
—if they ever did—that the doctor 
and the nurse always know what 
the patient really needs, and that 
any patient who questions or ob- 
jects is therefore an ingrate, a 
fool or a neurotic. They want to 
investigate for themselves, they 
want the mysteries dispelled, they 
want to know what you're doing 


and why you’re doing it, and why 


you don’t do like it said in the last 
issue of the Reader’s Digest or the 
Saturday Evening Post, and why 
it has cost so much. 

In short, patients no longer are 
gazing at you in awe, but rather 
they are looking at you with curi- 
osity, with intelligent respect. They 
are attempting—perhaps for the 
first time in history—to appraise 
you like adults. And when they 
look at you, they don’t seem to 
see you as you see yourselves. 

Whether you look upon your 
hospital as a community health 
center, or as the practical culmina- 


tion of modern medical science, or 


as the stage for stirring human 
drama, or merely as a place to earn 
a living, most of your patients will 
not agree with you—at least not 


while they are patients. They have 


_a different. idea — perhaps the 


wrong idea—but it’s their idea, and 
this is where we must begin. 

As citizens, as taxpayers, as 
voters, they may be proud of your 
hospital. They may boast about it. 
They may contribute their money 
to support it. But as patients, they 
don’t like it, they never have liked 
it, and most probably they never 
truly will like it. | 

When they walk up to your re- 
ception desk, suitcase clutched in 
sweating palm, they seem to be 
a mass of overlapping fears. At the 
same time, depending on what 
their neighbors told them, or what 
magazine they read last, they may 


be wondering whether their doctor 


is splitting his fees, whether they 
may be subjected to some ghost 
surgeon, or whether this operation 
is really necessary. They may ex- 
press such wonderings to you in 
the form of questions—and if they 
do, I trust you have some good 
answers ready. 

What about the other worries— 
the old fears and terrors that have 
always plagued hospital patients? 

First, and naturally, there is the 
fear of the unknown, of pain, dis- 
figurement and death. 

Second, and also naturally, there 
is the fear of financial distress or 
catastrophe. 

The record is clear on how you 
have risen magnificently to meet 
both of these challenges. Medical 
and surgical care in American hos- 
pitals is more effective and more 
successful than ever before, and is 


getting still better year by year.. 


And by helping with the hospital 
bill, I suspect Blue Cross is doing 
more to relieve anxiety and pro- 
mote relaxation than all the bar- 
biturates in the pharmacopoeia. 
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There is still a- third fear— 
your patients’ fear that they will 
lose their identity as individuals, 
that they will be exposed to un- 
necessary indignities, that they 
will be treated not as fathers, 
housewives, clerks, plumbers, bank 
presidents or newspapermen, but 
as a fascinating gallbladder, an 
uninteresting appendix or a mys- 
tifying fever of unknown origin. 

Since the time of Jane Addams, 
hospital people have been criti- 
cized on the grounds that they 
were not doing enough for patients 
as people. I have been told that 
you, more than any other medical 
group, have been highly self- 


critical on this point. Furthermore, 


at some 107 hospitals, I have been 


told at least 107 times that more. 
than ever before you have been. 


devoting your thoughts to this 
problem. 

But, with all humility, with all 
diffidence, with all seriousness, let 
me say that I have not been im- 


pressed with the results. This is. 


‘not particularly important. What 
is more serious is that your pa- 


tients by-and-large have not been — 


impressed with the results—and 
many of them are announcing this 


without any humility or diffidence. 


that I can detect. 

You may reply that the problem 
isn’t really so significant—that a 
little personal indignity suffered 
for only a few days, or a few 
weeks, is a small price for a patient 
to pay in return for what you give 
him in the way of hospital care. I 
think most patients would take a 
dim view of such an attitude. They 
are paying an average price of 
$19.49 per day for the hospital care 
they get; this is a substantial sum, 
and should be considered to be 
payment enough. 
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In addition, and of greater sig- 
nificance, the personal indignities 
that may be inflicted on patients 
seem to be important in themselves 
—lowering morale, increasing anx- 
iety and tension and _ hindering 
recovery. . 

On the other hand, you may say 
that your patients don’t fully un- 
derstand the situation, that they 
are sick people and aren’t thinking 


clearly, that they haven’t got the 


real facts. But let me emphasize 
again—the concepts that your pa- 
tients accept are to them the real 
facts. On the basis of their con- 
cepts, whether or not you agree 
with them, they will act, they will 
vote, they will elect, they will com- 
port themselves as patients. 
Finally, you may claim that 


what your patients want is the 


impossible — complete protection 
against all the psychic trauma of 
a hospital visit. If this is what pa- 
tients want, then it would be im- 


possible. But your patients are 


perfectly able to comprehend that 
some unpleasantness is inevitable, 
and that you cannot protect all pa- 
tients against all psychic assault 
and battery. They understand this 
just as they understand that a hos- 


pital is not really supposed to be — 


a class A hotel. 


MAINTAIN PATIENTS’ INDIVIDUALITY 


The important fact is that much 
of this emotional trauma is un- 
necessary and can be prevented. 


* Among the hospitals I visited, 


there were some—not many, but 
some—which serve as exciting 
proof that modern American hos- 
pitals can face this problem and 


meet it successfully. That you can 


protect patients against unneces- 
sary emotional insults. That you 
can apply .effective medical and 
surgical treatment, and at the same 
time allow a patient to maintain 
his individuality and his self- 
respect. 

There were not many such insti- 
tutions. There were, to be exact, 
five of them—out of 107. 

By this, I certainly do not intend 
to indicate that this type of hos- 
pital care is available in a ratio of 


five out of 107, or roughly five per 


cent of all American hospitals. I 
have not looked at all American 


- hospitals. I do not know what goes 
on in all American hospitals, and 


I do not-know anyone who does. 


All I intend to say is this: I have 
seen five hospitals in which people 
are treated as human beings. And 
if it can happen in five, then some- 
day we can at least hope that it 
will happen in fifty, or five hun- 
dred, or five thousand. 

In those five, how was the prob- 
lem solved? I’m not sure I know, 
because the hospital people them- 
selves aren’t quite certain. But I 
believe I can give you some rea- 
sons why it wasn’t solved in a 
number of other institutions. 

Let me start where your pa- 
tients start—not in your front lob- 
bies, but in their homes or a 
doctor’s office. The doctor who pre- 
scribes hospitalization is, in too 
many cases, not the family doctor, 
not the personal physician who 
knows the patient, his wife, his 
children, his business, his fears and 
worries and hopes and personal 
idiosyncracies. Such a physician 
might well say, “Look, Joe, here is 
the situation. This is what’s hap- 
pened. This is what has to be done. 
This is how we'll do it, and how it 
will work out, and this is what it’s 
going to cost.” 

Instead, in entirely too many in- 
stances, hospitalization is  pre- 
scribed by some busy, overworked 
specialist who seemingly has no in- 
terest, or no time, or no inclination 
to give the patient the advance 
reassurance that he may desper- 
ately need. Thus, with one strike 
on him already, Joe shows up at 
your place. He enters your lobby, 
and here he gets strike two. 

In three or four minutes, I have 
seen hospital receptionists and ad- 
mission clerks completely demolish 
all the splendid work done by your 
own public relations departments, 
by your women’s auxiliaries, by 
your thoughtful staff doctors and 
nurses, and by your hospital asso- 
ciations. In three or four minutes, 
such a receptionist or admission 
clerk can wipe out patients as 
people, strip them of privacy and 
turn them into impersonalized case 
histories, creating an animosity 
that lingers not merely for hours 
but for weeks, for months and even 
for years. 

Perhaps the blame lies with the 


individuals staffing your reception ~ 


desks and admission offices. Per- 
haps it more properly belongs with 
the rules you have set up for them. 
Or perhaps it belongs with the in- 
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ability of your receptionists to ap- 
ply the rules with a modicum of 
intelligence. 

I know many of you are con- 
sidering changes in your admis- 
sion procedures. You are consider- 
ing pre-admission registration for 
patients whose hospital stay is 
scheduled in advance. You are al- 
ready making some attempts to 
have the patients, or their rela- 
tives, fill out the inescapable ques- 
tionnaires in reasonable comfort 
and privacy. These, I am sure, will 
all be helpful and greatly appre- 
ciated. But I trust you will not 
overlook the most important fea- 
ture—the personality, the intelli- 
gence, the discretion and _ the 
thoughtfulness of the persons do- 
ing these jobs. 


OTHER PATIENT CONCERNS 


What are the other things that 
concern the patient as an indi- 
vidual? 

He likes to have an individual 
name—preferably his own name, 
Mr. Jones or Mr. Smith, or what- 
ever it is. Not “310, who needs a 
catheter,” or “Doctor Brown’s gas- 
trectomy in room 420,” 

He likes to have privacy—if only 
a drape or a curtain—especially 
when a catheter or a bedpan is in- 
volved, and most especially when 
interns or residents are using him 
as a medical textbook. I should 
have thought this would be con- 


sidered elementary in most hospi- 


tals. I was wrong. 

The patient does not like to be 
awakened at five or some other 
ghastly hour in the morning, nor 


to be given meals at an hour at 


which he is not accustomed to eat, 
nor to be given meals that are 
lukewarm, tasteless and unappe- 
tizingly served. 

At one time, you had me nearly 
convinced that all this was hope- 
lessly inevitable. But I have now 
discovered some hospitals in which 
it has been both possible and pro- 
fitable to waken and feed patients 
at a later and more humane hour. 
And I have discovered at least one 
hospital in which the food was 
served properly—the hot dishes 
hot, the cold dishes really chilled, 
the service attractive and the flavor 
delicious. 

I found, too, that patients warm- 
ly approved many of the new de- 


vices that are now appearing in 


hospitals—push-button beds; tele- 
phonic nurse-call systems; bedside 
washstands and bedpans which 
can be reached without waiting 
for a nurse; reading lights which 
don’t blind the patient in the ad- 


joining bed; the new hospital lay- 


out in which a central work 
corridor makes it possible for 
nurses and doctors to do their job 


without interruption while an- 


outer corridor permits visitors to 
come and. go without fouling up 
the whole procedure. 

They warmly endorsed special 
facilities now being provided in 
pediatrics wards, such as living- 
in setups for the mothers of criti- 


cally ill children. They liked the 


special provisions you’ve been 
making for expectant fathers in 
your o.b. departments. And your 


patients expressed their particular — 


gratitude for competent hospital 
hostesses who come to visit them 
as a person—not as a gallbladder 
—and who provide thoughtful, re- 
assuring attention to their visiting 
friends and relatives. 

But I also found that although 
these and similar devices were 
helpful and thoroughly appreci- 
ated, they were not essential. They 
contributed to a patient’s euphoria, 
but they did not guarantee it. 


WHAT MAKES PATIENTS HAPPY 


Instead, there are other features 
which seem to be much more vital, 
and which I found especially in the 
five hospitals that I put at the top 
of my personal list. | 

First and foremost, the patients 
knew what was happening to them, 


and why. Somebody had obviously © 


been answering their questions, 
and answering them intelligently. 

Second, when some patients 
acted as though they were lost, 
frightened children, they were 
treated like children. Nobody told 
them they shouldn’t behave like 
a baby, just as nobody told them 
they shouldn’t have pain, or fever, 
or cancer. | 

Third, the patients were helping 
themselves and tending to them- 
selves as much as their physical 
and mental condition seemed to 
permit. 

Fourth, visitors were allowed to 
visit not in accordance with some 
rigid, all-pervading hospital rule, 
but in accordance with the con- 
dition of the patient. 


Fifth, the nurses were acting as 
it says in my book that good nurses 
are supposed to act. As one doctor 
described it, while their patient 
was sick they were a combination 
of mother, wife and Florence 
Nightingale, and while their pa- 
tient was recovering they were 
more reminiscent of Jane Russell 


Marilyn Monroe. 


Furthermore, these nurses were 
working harder than I have ever 
seen nurses work before in a 
peacetime hospital. But they were 
enjoying it, and that enjoyment 
came through to their patients. 
They were spending each day do- 
ing the work they were trained to 
do—not being errand girls, or 
chambermaids, or record clerks. 
They were being nurses. 


TEAMWORK 


Finally, there was something 
else that was apparent in these 
top hospitals. There was a hospital 
team truly working together for 
the benefit of the patient. If there 
was ever disagreement or bicker- 
ing or maneuvering for prestige, 
the patient neither heard it nor 
felt it. All that the patient felt was 


‘that the members of his team saw 


eye to eye, that they had confi- 
dence in each other’s skill and 


judgment, that they respected 


themselves and each other. Under 
such conditions, they inevitably re- 
spected the patient as well. 

I am positive that there are sim- 
ilar teams in other hospitals, per- 
haps in many of them, and I wish 
only that I had time to see them 
in action, for they are a joy to be- 
hold. 

I am equally positive, however, 
that such teamwork does not exist 
in all hospitals. And if you don’t 
have it, I don’t know where you 
can get it. Your architects and your 
designers can’t build it for you, 
although they can help make it 
run more efficiently. Your hospital 
supply companies can’t deliver it 
on specifications. You can’t get it 
merely by obtaining a bigger en- 
dowment, and I know you can’t 
get it by state or federal legisla- 
tion. 

This one you build for your- 
selves—with your own hands, your 
own brains, your own hearts. I 
know it’s a tough task, but you’ve 
solved tough ones before: I think 
you can solve this one, too. . 
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LV. Saftiset* 


ALL NEW! 


‘New, smaller insertion tip 


New, single-wire “Bend-the-Blue” Safticlamp* 


New, streamlined dripmeter 


With or without sterile needle 


CUTTER 


CUTTER Laboratories 


CALIF 


NOVEMBER 1954, VOL. 28 | | 89 


| 


s THE/ 
o, 
The NEW CUTTER 
| 
New, smaller plastic tubing | 
New, thick wall latex tubing for supplemental medication | 


"The future of your AHA" 
(Continued from page 65) 


Committee on Engineering and 
Maintenance. A broad program is 
ready to be activated to assist in 
this area. 

MODERATOR: Frank, there have 
been some estimates here tonight 
of how much has been saved by 
the insurance program and how 
much’ the federal hospitals have 
saved. How much do you suppose 
the activities of the Safety Com- 
mittee have produced in the way 
of savings to hospitals? 

MR. GRONER: We don’t have any 
accurate statistics to apply to your 
question, Dr. Crosby. But one of 
the members of our Safety Com- 
mittee who represents a group of 
government hospitals said that the 
safety program in their hospitals, 
which was stimulated by a safety 
contest, resulted in an estimated 
saving of half a million dollars a 
year in operating expenses. We 
can’t discuss safety entirely in 
terms of money and direct savings. 


Certainly we must think in terms 


of life, humanity and public rela- 
tions. 


MODERATOR: Thank you very much. 


This is Dr. Albert W. Snoke, who | 


is chairman of the Council on Pro- 
fessional Practice. 

DR. SNOKE: About a year ago, a 
member of the Association staff 
got the idea that all the councils 
should meet together for the first 
meeting in the fall. This meeting 
caused the Council on Professional 
Practice and the other councils to 
start thinking about what the 
problems are that are faced and 


what is the extent of the activi- . 


ties that concern these various 
councils. Dr. Charles U. Letour- 
neau prepared a 72-page index of 
the various subjects with which 
our council should be concerned. 
We have problems of education 
within and without the hospital, 
relationships of the Association 
with the professional associations, 
standards of performance, profes- 
sional levels, recruitment, manuals, 
research projects, etc. There are 
also various specific problems that 
are not necessarily associated with 
the specialty groups in the hospi- 
tals, but which cut across the hos- 
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pital and therefore affect this coun- 
cil. For example, chronic care, tu- 
berculosis, prematurity. 

Of the 24 institutes that were 
put on during the last year, 13 
were the responsibility and the 
activity of the Council on Pro- 
fessional Practice. Next year, there 
will be 17, and if we had staff, the 
demand is probably such that we 
could have 50.... 

Two manuals have been de- 
veloped during this past year, one 
on food service and one on surgical 
technical aids. . . 

You can’t work with the various 
other health groups unless you 
take the time and unless you have 
the staff that is trained and that 
understands the several problems. 
You can judge the importance of 
these for yourself: The accredita- 
tion of the paramedical groups; 
our relationships with the nurses, 
both in the nurse accreditation 
program and the economic security 
program; hospital-physician rela- 
tionships; the relationships with 
specialty groups; the legality of 
medical practice in the hospital 
involving problems so many states 
are having right now with the at- 
torney generals. 

These problems are complicated. 
They require thought and expert 
advice. To meet them, we can just- 
ify additional staff and additional 
expenditure. Now, I don’t know 
how we can say that we can save 
money as far as the activities of 
this council are concerned, Dr. 
Crosby. My guess is that we don’t 
save money. Perhaps we save 
lives. Perhaps we save length of 
stay. It’s an intangible factor, but 
I can assure you if we can cut down 


on the secretion of adrenalin that’ 


so many of you hospital adminis- 
trators are having to have through 


- your frustrations in your negotia- 


tions during the coming year or 
years, we can justify an increase 
in dues. 

MODERATOR: Dr. Letourneau is the 
secretary of this council. He is also 
our legal advisor on hospital-phy- 
sician relationships. Charlie. 

DR. LETOURNEAU: Listening to some 
of the reports here this evening, 
I was struck with the amount of 
interlocking and interweaving that 
there is between our councils. We 
all work together. As regards the 
legal aspects, of course, we are al- 
ways plagued with $64 questions. 


FRANK R. BRADLEY, M.D. 


I often think how nice it would 
be if we had a couple of good at- 
torneys on the staff to whom we 
could turn over these questions 
and get the right answers. | 
MR. PRATT: We have covered many 
of the activities of the Councils 
and Committees of the Association 
here tonight, but nothing yet has 
been said about three of our publi- 
cations, HOSPITALS, TRUSTEE and 
THis MontTH. All three are ex- 
cellent services to the Associa- 
tion membership, and I know that 
all of you here tonight, as well as 
I, find them very informative and 
most helpful in keeping pace with 
the changes and the news in our 
field. 

I know that the fine little mag- 
azine, TRUSTEE, is having a great 
impact on the _ hospital field 
through its wide readership among 
trustees of hospitals. 

MODERATOR: Dr. Letourneau is ed- — 
itor of TRUSTEE. Would you like 
to comment on that, Charlie? 

DR. LETOURNEAU: TRUSTEE maga- 
zine is now exceeding 25,000 cir- 
culation and is growing all the ~ 
time. 

MODERATOR: Before. we dies I 
would like to ask Dr. Frank R. 
Bradley, president-elect, if he has 
any comments he would like to 
make. 
DR. BRADLEY: Yes, Dr. Crosby, I 
should like to comment. This pro- 
gram as outlined is the future of 
your American Hospital Associa- 
tion. These two hours have only 
scratched the surface. I think the 
Association’s future is secure now 
that you have had the wisdom to 
take the courageous action to pass 
the dues increase to finanee the 
program, which naturally requires 
an adequate headquarters build- 
ing. You’ve paid great tribute and 
done honor to our president, Ritz 
Heerman, and I am so happy that 
this action occurred during his 
tenure. Thank you. s 


HOSPITALS 


| 
, 


ARMSTRONG | DELUXE H-H | (Hand-Hoie Type) INCUBATOR 


Truly a beautiful, big, deluxe Baby Incubator—big enough for a 
26” baby. Designed and built to sell at a low price. Thick, 
transparent Plexiglas plate set in steel frames on all four sides. 
Safety glass top.* The one low price includes big 4-caster cabinet. 
Nebulizer, tilting bed, foam rubber mattress, oxygen control for 
both high and low concentrations. Normal humidity control. Simple 
design, simple operation, easy cleaning. A bigger Incubator for 
the larger term baby-or the critically small premature baby. 


ARMSTRONG X-P (Explosion-proof) INCUBATOR 


The FIRST explosion-proof baby incubator ever built and the 
FIRST to be tested and approved by Underwriters’ Laboratories 
for use wherever explosive gases create a hazardous atmosphere. 
SAFE in the delivery room. SAFE in the surgery. SAFE for 
asceptic transportation of infants from delivery room to nursery. 


ARMSTRONG X-4 (Nursery Type) INCUBATOR 


The original Armstrong baby incubator designed for safety, 
reliability, simplicity of operation, low operating cost and low 
initial cost. Experienced-perfected and hospital-proven. 
throughout the world. The X-4 was the first Baby Incubator 
ever to be tested and approved by Underwriters’ Laboratories 
and is still the low-cost Baby Incubator of choice for 

general nursery use. 


Write for complete details on any or all 
*Scale not furnished as standard equipment since one scale will 
serve several incubators. Can be supplied as an accessory. _ of these 3 Armstrong Baby Incubators. 


THE GORDON ARMSTRONG COMPANY, INC. 


Division LL-1 Bulkley Building, Cleveland 15, Ohio 
Distributed in Canada by Ingram & Bell, Ltd. 
Toronto Montreal Winnipeg * Calgary Vancouver 
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Coordination depends upon understanding. 
Both are integral when you set about 


Organizing an Occupational Therapy Department 


O DEPARTMENT, regardless of 

how small, is without the 
need for organization. When two 
people cooperate to perform a 
common task, coordinating prin- 
ciples are involved, and coordina- 
tion is synonymous with organiza- 
tion. Our main interest, as occupa- 
tional therapists, is to provide as 
effective a treatment program as 
possible for those whom we serve. 
Whether we are high or low on 
the pyramid, if we are alert to the 
organizational plan of which we 
are a part we can be more effective 
in our assigned role. 

In this article, we shall consider 
briefly the basic essentials involved 
in departmental organization. In 
discussing the establishment and 
maintenance of a department, it is 
well to remember that one cannot 
draw a sharp line between such 
terms as organization, planning, 
directing and coordinating—these 
connote the various dynamic fac- 
tors embodied in the elements of 
administration. Collectively, they 
have many interlocking features. 


PREPARATORY STEPS” 


When originating a program, 
one should set up administrative 
machinery sufficient to meet major 
developments and programs, the 
foreseen and the unforeseen. Be- 
fore one formulates a basic plan, 
however, there is some prelim- 
inary information as listed below 
that is essential—if the program 
is already established, the same 
information is pertinent to orien- 
tation of a new director. 

@® DETERMINE THE NATURE OF 
THE ORGANIZATION WITHIN 
~ Miss Wade is an associate protesees and 


head of the Department of Cone ational 
University College of 


Medicine, Chicago. stituke was pre- 
sented before the first inatit for 
tional therapists in Chicago, May 1954. 
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WHICH THE DEPARTMENT 
EXISTS, OR IS TO BE ESTAB- 
LISHED. 

1. Its governing body. 

2. Its source of revenue. 

3. Its primary purpose: The 
care of the sick and injured, re- 
search, education or prevention. 

4. Its relationship, whether 
hospital or workshop, to the 
community. 

@® OBTAIN DEFINITE INFOR- 
MATION REGARDING THE EX- 
ISTING POLICY, OR HELP FOR- 
MULATE A NEW PLAN THAT 
DETERMINES THE SCOPE OF 
THE SERVICE. 

1. Will the treatment service 
be confined to outpatients, ward 
service, the homebound—to one 
type of disability or to many? 

2. Will occupational therapy 
be supplemented by allied serv- 
ices such as physical therapy, 
speech, recreation, social service, 
a school program, volunteer fa- 
cilities? | 

3. How many beds are as- 
signed to services? What are the 
age groups and the average stay 
of patients, the percentage of 
bed occupancy? (A general con- 
sideration of the diagnostic ca- 
tegories to help determine pos- 
sible referrals should be made.) 
What is the policy of the hos- 
pital in relation to “convalescent 
time’’—the degree of rehabilita- 
tion desired before dismissal? 

4. What are future expansion 
possibilities? 

5. What are the hospital poli- 
cies in relation to employment 
and personnel budgeting, in- 
cluding treatment costs, per- 
manent equipment and expend- 
ables? 


CONSIDER ADMINISTRATIVE 
PLACEMENT. 
1. To whom is one responsi- 
ble, and for whom? 
2. What degree of initiative 
is expected? 

An invaluable method of insur- 
ing concerted thinking on admin- 
istrative placement is through use 
of an organizational chart for- 
mulated carefully. The chart need 
not be static, nor is it expected that 
the organization will be complete 
at any time, but a chart does rep- 
resent in graphic form what is in- 
tended to be the department’s 
functions. 

An organization chart is essen- 
tial, inasmuch as the occupational 
therapist is invariably the recip- 
ient of two lines of orders, one 
from the administrator and the 
other from the medical director or 
referring physician. Both are ba- 
sically patient-centered in their 
approach, but varied in responsi- 
bility, background -and interests; 
hence there is the _ possibility 
of command conflict. We speak of 
“channel of command” or the 
“hierarchy.” These terms should 
not be disturbing nor connote regi- 
mentation—if well and effectively 
done, planned direction tends to 
promote a oneness in function, at- 
titude and performance. The flow 
of authority should be constant, 

(Continued on page 96) 


“Central Purchasing for the Hos- 
pital Pharmacy,” an article by Da- 
vid Burack, appears this month in 
the Purchasing Department of HOS.- 
PITALS. It’s packed with facts and 
figures of particular significance 
for the hospital administrator, phar- 
macist or purchasing agent who 
shares responsibility in buying for 
the pharmacy. 
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UCCESS in recording the visible begins long 
before shooting starts. It begins with plan- 
ning, with careful selection of equipment, mate- 
rials, and with co-ordination of details. 
Same is true when the invisible is to be 
recorded for expert diagnosis. 
That is why the radiologist selects his tech- 


For superior radiographic results, 
follow this simple rule: 


Use Kodak 
Blue Brand 
X-ray Film 


EASTMAN KODAK COMPANY, Medical Division, Rochester 4, N. Y. 


What every director knows... 


Process in 


Kodak Chemicals 


(LIQUID OR POWDER) 


nicians, his equipment and materials with the 
greatest care. | 

That is why, again and again, he-turns to 
Kodak Blue Brand X-ray Film and Kodak x-ray 
chemicals. These Kodak products are made to 
work together—rigidly tested and proved, so 
that they may be depended upon—always. 


- Order from your x-ray dealer 
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(Erythromycin Stearate, Abbott) 


rocin Stearate 


3 disintegrates faster than enteric-coated erythromycin 


410208 
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TISSUE-THIN FILMTAB COATING (marketed only by Abbott) 
actually starts to dissolve within 30 seconds after administration 
—makes ERYTHROCIN available for immediate absorption. 


Tests show that new Stearate form definitely protects 


ERYTHROCIN from gastric juices. 


BECAUSE THERE’S NO DELAY FROM AN ENTERIC COATING, 


your patient gets high, inhibitory blood levels within 2 
hours—instead of 4-6 as before. Peak concentration at 4 hours, 
with significant levels for 8 hours. | 


USE FILMTAB ERYTHROCIN STEARATE against the cocci... . 
and especially when the organism is resistant to other 
antibiotics. Low in toxicity — it’s less likely to alter normal 
intestinal flora than most oral antibiotics. Conven- 

iently sized (100, 200 mg.) in bottles of 25 and 100. Abbott 


*TM for Abbott’s film sealed tablets, pat. applied for 
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the lines of authority should be 
clearly defined but the delegated 
authority must counterbalance the 
degree of responsibility imposed. 

The preparatory steps, then, are 
to know the nature of the organ- 
ization, the scope of the desired 
service and the administrative 
placement. 


FORMULATING THE PLAN 


After procuring and assimilating 
this information, one is then ready 
to formulate the plan that cradles 
the heart of our work—the treat- 
ment plan for our patients. 

We are a service profession; the 
only justification for the ’existence 
of our departments is the patient. 
Our plan, therefore, is not designed 
to the advantage of the staff: the 
goal is patient treatment and the 


' scope must be within the physical 


and financial limits of the parent 
institution. Our organizational plan 
is conceived for the purpose of 
providing maximum service with 
minimum personnel, frequently in 
inadequate space on a _ limited 
budget. 

Let us assume that the plan to 


establish an occupational therapy 


treatment service has been ap- 
proved by the medical staff, that 
the administrative placement is 
determined and budget assured. 
Next comes the formulation of the 
patient treatment plan. We must 
consider: 

!. Formulation of a referral plan— 
including policies governing ac- 
ceptance and dismissal. 

2. Provision for adequate medical 
supervision. 

3. Formulation of a plan for pa- 
tient progress reports. 

4. Assignment of adequate work- 
ing and storage space appropri- 
ately located within the hospital. 
5. Establishment of effective in- 
terdepartmental exchange of in- 
formation related to the patient 
treatment. 

6. Procurement of an adequate 
staff considering each individual’s 
preparation and ability. 

These are the essential elements 
of successful planning, which de- 
termine the nature of the program. 

It is appropriate to review a few 
"specifics" of organizational planning 
that will facilitate the establish- 
ment of an effective treatment 
program. This listing is not com- 


plete, but some of the more per- | 
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tinent points can be emphasized: 
1. The department head is chosen 
by the administrator; all other 
personnel are selected by the de- 
partment head. 

2. The department head is re- 
sponsible to the administrator for 
control of personnel, mechanics of 
the treatment plan, requests for 
needs of physical space, mainte- 
nance and inventory of depart- 
mental equipment, and budgetary 
needs and planning for orderly 
dispersal. 

3. The department head assumes 


the responsibility of reporting the 


activities of the department to the 
administrator. 

Such a plan has mutual advan- 
tages in that the occupational ther- 
apist through her conferences can 
supplement the knowledge of the 
administrator concerning treat- 
ment activity with which he may 
or may not be familiar, and en- 
large his horizons as to the total 
rehabilitation program. A _ clear 
understanding should be had re- 
garding correspondence that affects 


the hospital as a whole, especially 


in the realm of public relations. 
Specifically speaking: 

a. Whose signature appears 
on what nature of correspond- 
ence? 

b. To whom should be sent 
carbons of letters affecting more 
than one person or department? 


c. What procedures are to be © 


followed in releasing publicity, 

taking photographs, using and 

directing volunteers? 

The usual way of keeping the 
hospital administrator acquainted 
with department activities is 
through regularly scheduled reports. 
A plan should be made for report- 
ing the activities of the depart- 
ment: 
|. Accumulation of the necessary 
data should begin the first hour of 
the first day of the fiscal year. The 
data included therein are a com- 
pilation of the monthly reports, 
which are in turn’a summary of 
the daily reports. 

2. It is to be expected that each 
therapist will submit a report of 


the treatment program and the 


administrative plan for which he 
is responsible, on a daily, monthly 
and yearly basis. 

3. The content of the final report 
should be determined by the per- 
son who requests it. If no definite 


plan is outlined, however, one 
would anticipate that the follow- 
ing items might be included (if 
this information is on hand, one 
has the basic material for writing 
whatever type of report is re- 
quested): 
a. Statement of objectives. 
b. Present departmental or- 
ganization. 
c. Source of patient referrals. 
d. Professional policies that 
affect the hospital as a whole. 
e. Statistics related to the 
treatment load. 
f. Name of staff; quality of 
their performance. 
g. Financial statement (this 
will vagy with the institution). 
h. Cooperative projects with 
allied departments. 
i. Report of volunteer activ- 
ities. | 
Contribution to education- 
al programs and public relations. 
k. Accomplishments, failure 
factors that deter progress, fu- 
ture plans and requests or rec-. 
ommendations. 
4. The distribution of reports is 
another important factor. They 


- ghould not be hidden in the de- 


partment file. 
a. To whom should they .be 
sent? 
b. How frequently should 
they be distributed? 
c. What is their value? 

(1) Provides foundation 
for critical analysis of one’s 
own program. 

(2) Connotes trends, some 
so gradual in growth as might 
escape detection. 

(3) Acquaints new staff 
with past departmental 
growth and activity. | 

(4) Provides source of re- 
search material. 

5. There must be established fa- 
cilities for integrating the func- 


- tions of the occupational therapy 


department with that of the total 

hospital organization. One might 

cite the need for three distinct 
props to aid in this: 

a. A coordinating staff meet- 

ing, sometimes called a meeting 


of the executive committee of © 


the hospital, in which the vari- 
ous branches of the hospital 
family are represented. This 
functions as a clearing house 
wherein problems may be 
averted or dissolved, wherein 
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Sine 1888, surgeons have depended 
of Kny-Scheerer for the ultimate in 
instrument craftsmanship, Available 


) PENNYWISE POUND~FOOLISH ? 


LIS 


In no other field is the old saying more apt to > apply than in the selection and 
purchase of surgical instruments. 


The past twenty years have witnessed tremendous strides in the development 
of new surgical techniques. In many conditions previously considered hopeless, 
successful operative management has become the expectation. 


In the execution of these radical new tech- 
niques, the surgeon's skill must be taken for 
granted,-Not so the quality of the instruments 
he uses—never before have instruments been 
called upon for such perfect performance, 
functional dependability, and accuracy in 


design and construction. 


The finest materials, precise workmanship, 
and meticulous production control assure these 
attributes in any instrument which bears the 
Kny-Scheerer trademark. Look for it; depend 
on it. Clinically, it means superior instrument 
performance. Economically, it means longer 
instrument life. 


Can you afford not to use the best? 


EAST i7th STREET + NEW YORK 3, N.Y. 


 Kny-Scheenen CORPORATION 
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an understanding of each oth- 

ers problems and needs may be 

effected. Nothing excels the 
value of direct communication 

— face-to-face contacts — that 

such a meeting provides, with all 

the advantages of verbal ques- 
tions'‘and answers. 

b. The correlating staff or 
departmental staff meetings, 
wherein a common understand- 
ing of policies related to the 
management of treatment pro- 
grams may be achieved. Stand- 
ards of quality and quantity of 
service are determined, team- 
work developed and the sharing 
of talents and responsibilities 
encouraged. Credit is given for 
accomplishment, a boost to sag- 
ging morale; interest in profes- 
sional advancement is effected. 

c. Regularly scheduled con- 
ferences for the director and in- 
dividual therapist may be 
planned. This is most essential, 
especially if the department is 
decentralized. For the same rea- 
son that the hospital adminis- 
trator must be kept informed 
regarding the occupational ther- 
apy program, so also—but with 
a different emphasis—the direc- 
tor should know the develop- 
ments, successes and problems 
in each of the treatment units 
under his direction. 

As is so often the case, each 
staff therapist becomes the mem- 
ber of a treatment team in the 
various areas of the hospital, hence 
the need for periodic channeling of 
information, A staff therapist re- 
ceives an assignment, after which 
he has a degree of autonomy. This 
presupposes that the therapist has 
been given clear and definite in- 
structions as to his responsibilities, 
and then left to work out details 
without interference. 

Though the director is not in- 
volved in planning for the spe- 
cific patient, he has the responsi- 
bility of introducing philosophies 
in collaboration with other depart- 
ment heads. He needs to think with, 
not for, his staff and to be aware 
of the contribution of occupational 
therapy to the patient treatment 
as well as limitations of treat- 
ment based on the therapist’s per- 
sonal qualifications, time, equip- 
ment and space needs. 

We might pause at this time to 
consider the institution’s person- 
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nel policies as they affect the de- 
partment. In order to avert mis- 
understandings, the staff should 
be made aware of these policies. 
The principal factors generally in- 
clude: 

|. Employment agreement. 

2. General requirements of all 
staff members. 

3. Work assignments and responsi- 
bilities. 

4. Salaries, yearly increments. 

5. Hours of work, holidays, vaca- 
tions, sick leave, medical and den- 
tal care appointments. | 

6. Uniforms. 

7. Gratuities from patients and 
firms. 7 
8. Incidental expenses in line of 
duty. 

9. Breakage. 

10. Retirement. 

11. Opportunities for staff devel- 
opment—attendance at staff con- 
ferences; courses; library privi- 


leges; professional meetings and 
postgraduate work. 

12, Recommendations regard- 
ing termination of services, resig- 
nation and dismissal. 

In this article, we have sum- 
marized some of the basic needs 
of organization and _ structured 
procedures that may lessen our 
administrative headaches. We have 
emphasized the need for presenting 
channels of communication in a 
graphic manner so that all might 
understand their significance. _ 

We have projected the idea that 
all personnel should have an active 
understanding and appreciation of 
administrative principles and that 
we as educators have the responsi- 
bility of sowing seeds of interest 
in this subject. We must cultivate 
these seeds so that our patients, in 


- years to come, can reap the benefit 


of better service through improved 
administration. 


NOTES AND COMMENT 


Trephine needle 


An instrument brought to the 
notice of medical men in an edi- 
torial in The Journal of the Ameri- 
can Medical Association is a tre- 
phine needle for administration of 
fluids through bone marrow and 
biopsies of various body tissues. 

There have been deaths and 
other untoward complications re- 
ported from intraosseous_ trans- 
fusions with ordinary hollow 
needles, due to penetration of the 
posterior plate of the sternum and 
injury to the heart, or through the 
introduction of bony particles into 
the circulation. trephine 
needle, with provision for con- 
trolled penetration and removal 
rather than projection of the bony 
plug, appears considerably safer. 
While instruments rarely are fool- 
proof in the hands of the injudi- 
cious, the trephine needle’s advan- 
tages should be known. Intraosse- 
ous transfusion can be a life-saving 
procedure.—SARAH H. HARDWICKE, 
M.D., assistant secretary, Council 
on Professional Practice. 


Electric heart stimulator 


A practical, portable electric 
heart stimulator may alleviate one 


of the greatest fears of the surgeon | 
and the anesthetist—the danger of 


heart stoppage during anesthesia 
or an operation. This 14-pound de- 
vice, the result of research and 
experimentation led by Dr. Paul 
M. Zoll, associate in medicine at 
Harvard Medical School and chief 
of the Cardiac Clinic at Beth 
Israel Hospital in Boston, now is 
available to hospitals and doctors’ 
offices at a reasonable cost. 

The device operates on the elec- 
tric shock principle, from the out- 
side of the patient’s body. Two flat 
disk electrodes, placed so that the 
current passes directly through the 
heart, are held in place by plastic 
holders. The electrodes are applied 
to the intact chest and do not pene- 
trate the skin. By sending an elec- 
trical stimulus through these elec- 
trodes, to which the heart responds 
with a ventricular contraction, the 
machine is said to be able to main- 
tain the pulse beat, blood pressure 
and consciousness indefinitely dur- 
ing ventricular asystole until in- 
dependent cardiac activity returns. 

This electrical stimulator can be 
invaluable in saving lives, not only 
during anesthesia and surgery but 
in other emergencies where heart- 
beat is stopped or heart-block oc- 
curs. | 
Further information may be ob- 
tained by writing the editorial de- 
partment of HOSPITALS. bad 


HOSPITALS 


i 4 
¢ 


— 


Betatron 


Betatron therapy provides highest dose—at the tumor—of any known X-ray machingor cobalt 


source, while at the same time giving the lowest body dose. Notice how betatron d builds > 
up ata considerable distance below the surface, eliminating surface damage. 


® The photos above, comparing the effect of conventional 
X-ray with the new therapeutic possibilities of Allis- 
Chalmers 24-mv betatrons, show why this new hospital tool 
is exciting considerable interest in many medical centers. 
Betatron radiation can be put exactly where it is 
a wanted. There is no damage to surrounding tissue 
~*, because side-scatter is completely absent. And pene- 
x tration is far deeper than with X-ray or cobalt, 
“. ‘ while effect on the skin is much less. Radid- 
tion sickness is markedly reduced. 
Ss — ® The photos also show why patient treatment 
350%" is simplified by the betatron. Since penetra- 
ee” tion is effective at far greater depth than with 
— 2 conventional X-ray, treatment through a small 
pramer wee of portals eliminates the need for rotational therapy. 
® Best of all, space requirements are low. A betatron 
is well within the scope of the average hospital. 
Radiologists already on the staff can handle it easily. 
Since little power is needed, operating costs are low. 
Betatrons algeady in operation have proved their 
reliability, effectiveness and safety over long periods. 
® Get information or a consultation with a betatron 
engineer experienced in meeting hospital problems. 
Call your nearby A-C office or write Allis-Chalmers, 
Milwaukee 1, Wisconsin. A-4338 
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in hospital maintenance and repair 
depends on simplicity, good workmanship and prompt action. 
A status board has helped us to install a 


MAINTENANCE SYSTEM WITH A MEMORY 


DANIEL M. ROOP 


ODAY, WHEN continual in- 
f ewe.” in labor and material 
costs are disturbing the financial 
balance of the hospital, any pos- 
sible source of saving is all-im- 
portant. Business-like handling of 
maintenance and repairs is a ma- 
jor factor in operating efficiency, 
and savings effected in the oper- 
ation of the physical plant must 
in turn be reflected in lower over- 
all operating expenses. 

There are a number of things to 
be considered in setting up an 
efficient system for handling main- 
tenance and repair. Regardless of 
the hospital size, it is first neces- 
sary to establish within the engi- 
neering or maintenance depart- 
ment the most effective working 
force possible, to carry out routine 
duties. How large a force this will 
be depends, of course, on the indi- 
vidual hospital requirements— 


ENGINEERING 


there is no set formula by which 
to determine the number of em- 
ployees needed, since more factors 
are involved than mere size or age 
of the institution. 

This effective working force 
must be coupled with a practical 
standard or custom preventive 
maintenance program, under the 
guidance of a competent engineer 
who must be the focal point of 
good liaison between the main- 
tenance department and the rest 
of the hospital. 

It must be considered, further, 
that we will be dealing mostly 
with lay personnel, who may not 
understand the functions and com- 
plex operation of the various 
pieces of plant equipment. For this 
reason, the engineer must try to 
establish some sort of standard 
form for requesting repairs, one 
that can be easily understood and 


REPAIR 


PIPE [ELECTRICAL | CARPENTER 


used by all personnel in every de- 
partment. The full support of the 


administration is necessary in or- .- 


der to initiate such a system effec- 
tively and to gain continued sup- 
port from the employees. 

This standard form should not be 
elaborate, nor should it be so 
simplified as to eliminate informa- 
tion needed by the mechanic and 
the engineer to complete the job 
without having to investigate even 


the simplest of complaints and. 


make several trips from the shop 
to the job site for proper tools. 


The following basic information 


should be included: 


1. Date. 
2. Location—building and floor 


or room number. 


3. Description of the work—in-— 


cluding the specific location of the 
trouble, if possible. 

4. Requested by— 

5. Approved by— 

6. Completed by, and the date of 
completion. 

7. Number, preferably a con- 
secutive number according to an 
established system. 

The repair requisition used in 
our hospital (Fig. 2, p. 102) in- 
cludes all of the above. It answers 
all questions that may arise in 
routing and handling after it leaves 
the hands of the originator. Experi- 
ence has proved to us that this 
form is most adequate when made 
out in triplicate. We employ a tri- 
color system for clear identifica- 
tion of the various copies. 

The routing of this requisition 
will vary according to the indi- 
vidual hospital and assigned re- 
sponsibilities of the engineer. In 
some administrative organizations, 
the originator first will submit the 
requisition to his department head 
for approval, to be submitted in 


Mr. Roop is chief engineer of 306-bed 
George F. isinger “7 Hospital and 
Foss Clinic, Danville, Penna 
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When nurses can quickly turn to the right plumbing fix- 
tures just a few steps away, they can save miles of walking 
and hours of time every month in the year. 


To help speed hospital work—and make it easier—Crane 
offers a complete line of hospital equipment, designed by 
hospital experts, for specific hospital requirements. 


Each unit has the right height and shape and size, the 
| : right type of faucet and water controls, to cut out waste 
Knee Control of the water flow is an obvious advantage 


in a scrub-up sink. This Crane valve incorporates the motion and simplify every task. That’s why Crane has 
Dial-ese type unit for easy maintenance. Valve closes , 

with the water pressure instead of against it, for easy 
operation. Smooth control is assured, with no sudden 
temperature changes. 


become a real “nurse’s aid.” 
That’s why it will pay you to get Crane equipment. 


Institution: St. Charles Hospital, Toledo, Ohio.—Architect: Robert J. Reiley & Associates, 
New York and Toledo.—Plumbing Contractors: The Robert Carter Co., Tole~io, Ohio. 7 


Nurses like Crane lavatories and scrub-up sinks with cialized hospital fixtures, see your Crane Hospital Cata- 

knee-operated valves because hands are left completely log. Or call your Crane Branch, Crane Wholesaler or 

free to do other things at sinks and lavatories. | Plumbing Contractor. ; 
The combination hot-and-cold control valve responds 2 

instantly to the nudge of a knee— provides water that’s ve 

mixed exactly as wanted. What could be easier —and A N ©. é 


more sanitary? = 
_ GENERAL OFFICES: 836 SOUTH MICHIGAN AVE. CHICAGO 5 | 


For the complete story of these and other Crane spe- VALVES ... FITTINGS... PIPE... PLUMBING AND HEATING A 
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REPAIR REQUISITION 


199-3-53 


NO 6691 


Date 


Building Lecation or Room No. 


Work as specified below. 


Requested By: | Approved: 
Completed By: Date 
Fig. 2 


turn to the administration for ap- 
proval before forwarding to the 
engineering department for final 
disposition. This procedure, of 
necessity, refers only to routine re- 
quests, those other than emer- 
gency. Requisitions not approved 
within a seven-day period are re- 
turned to the originator so that he 
may know not to expect the re- 
quested job to be done. The origi- 
nator, in making out a request for 
repairs, has forwarded only two 
copies for approval, retaining the 
third for future reference and as 
an individual check on completed 
or incomplete work orders. 

Though emergency requests are 
telephoned directly to the main- 
tenance department, the need for 
correct and sufficient information 
cannot be overlooked. The speed of 
repair may depend upon adequate 
information. 3 

The next step in handling the 
requisition falls to the engineer. 
His responsibilities are varied: He 
must scrutinize closely all requests, 
considering the method of ap- 
proach, inconvenience to daily in- 
stitutional routines, the length of 
time involved and the cost of one 
or more alternate methods of doing 
the job, if such may be the case. 
It is his responsibility to advise the 
administration of any excessive 
financial or physical demands that 
may be a direct result of such 
requests. 

In short, final recommendation 
rests upon the engineer. He must 
work closely with the personnel 
of the department concerned and 
remember that though he may feel 
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his job to be the most important 
in the hospital, other departments 
also have work to do—over-all 
service to the patient must not be 
adversely affected. He may find 
that he must reschedule work and 
re-assign workmen at a moment’s 
notice in order to maintain build- 
ings and equipment in the best 
interests of the patient. 


REQUISITION BOARD 


Assignment of the job order 
follows the engineer’s appraisal. 
A simple and time-proven method 
for the engineer to keep tabs on 
requests is the “requisition board” 
(Fig. 1, p. 100). This board is di- 
vided into as many different units 
as there are working shops, as de- 
termined from the organization 
charts. Each shop has listed under 
its subdivisions plainly marked 
“active,” “complete” and “stock 
ordered.’ These headings are self- 
explanatory. If the shops are not 
all located on one level or are scat- 
tered away from the engineer’s 
office, supplemental boards in each 
shop are an asset. 

The request has been approved, 


Is the laundry part of the regu- 
lar maintenance schedule in your 
hospital? Do your future plans call 
for extending the engineer’s respon- 
sibility here? Leland J. Mamer, 
writing in this month’s Laundry- 
Housekeeping Department of HOS- 
PITALS, tells of cooperation that 
can exist between engineering staff 
and laundry as he considers “The 
Chief Engineer's Responsibility in 


Laundry Maintenance.” 


and the two copies of the repair 
requisition are now ready for 
processing by the engineering de- 
partment. The original is filed in a 
small card index labeled “active,” 
and the second copy is posted on 
the requisition board for the me- 
chanic to take with him on the 
job. The mechanic at times may 
find it impossible to complete a 
job that requires special materials 
or parts not carried in stock: He 
then notifies the engineering de- 
partment office or stock clerk. Af- 
ter the stock order date and firm 
from which replacement stock was 
ordered have been noted on the 


requisition involved, it is posted on 


the “stock ordered” section of, the 
board; this automatically sets up 
a monthly follow-up procedure on 
this job order. 

If the mechanic is able to com- 
plete the requisition, he signs the 
order, enters the date completed 
and posts it in the “completed” 
section. Completed requisitions are 
collected daily and reviewed by the 
superintendent of maintenance or 
chief engineer to determine 
whether the job has been com- 
pleted in full or other trades fur- 
ther will be involved. If for any 
reason he wishes to inspect the 
completed work, he has his ticket 
already written. 

One of our chief sources of com- 
plaint from hospital personnel has 
been uncompleted work and call- 
backs. This has occurred when one 
trade failed to notify another trade 
of work in progress. Review of the 
board copy of the _ requisition 
checks such wasteful and _ ineffi- 
cient practice. If the job is found 


to be completed, the original requi- 


sition is checked against the work- 
man’s copy and stamped ‘“com- 
pleted,” then filed in the inactive 
file. This inactive file is checked 
quarterly and the orders discarded. 
The “active” job order file, in 
which the originals are stored, is 
checked monthly by supervisory 
personnel, to review job orders and 
expedite any work accidentally 
cast aside by the tradesmen as 
seeming unimportant. 

The consecutive numbering sys- 
tem we adopted aids in this cross- 
reference filing, and also affords 
both the originator and the engi- 
neer an opportunity for a quick 
check should any question arise as 
to the disposition of a given job 
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This hospital has Fenestra* Psychiatric Package 
Window Units that make barred windows 
obsolete! Here, modern mental therapy has a 
much better chance to work. 


The appearance of a Fenestra Psychiatric Win- 
dow is like that of the modern, awning-type 
window you see in many homes. There is 
nothing to suggest restraint. The protection 
is where it should be—in the window’s design, 
and in its screen. 


DesiGNn: The Fenestra Psychiatric Package Unit 
includes steel window, casing, operating hard- 
ware (this window’s bronze adjuster handle is 
removable) and your choice of three special 
inside screens. The window has no projecting 
parts to climb on. There are no sharp corners. 
The patient can’t get at the glass, because of 
the screen. All-weather ventilation is controlled 
without touching the screen. And the window 


Your need for a more homelike, pleasant environ- 

ment for patients encouraged us to develop a 
psychiatric window that didn't look like one—the 

Fenestra Psychiatric Package Window Unit-. 

@ great advancement. 
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are no barred windows 
in this psychiatric ward 
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is washed inside and out from within the room. 


SCREENS: You get your choice of these three 
flush-mounted, inside metal screens (all serve 
as insect screens): (1) A Detention Screen for 
maximum restraint—the stainless-steel mesh is 


attached to strong, concealed shock absorbers. 


(2) A Protection Screen—similar to Detention 
Screen but without shock absorbers. (3) A 
regular Insect Screen for non-restraint areas only. 


And here’s an important point: To eliminate 
maintenance- painting, Fenestra Steel Win- 
dows are available Super Hot-Dip Galvanized 
at slight additional cost. This is special gal- 
vanizing. Only Fenestra is set up to do it. 


Why not call your Fenestra Representative to- 
day—he’s listed in your classified telephone 
directory. Or write Detroit Steel Products 
Company, Dept. H-11, 2292 East Grand 


Here are two of the 237 Fenestra Psychiatric 
Package Window Units in Building Number 8 
of Norristown State Hospital, Pennsylvania, 
Architect: H. L. Shay, Philadelphia, 
Contractor: Wark & Co., Philadelphia, 


Boulevard, Detroit 11, Michigan. . ee 
PSYCHIATRIC 
PACKAGE 
enestra 
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order. If at any time the originator 
should question the status of a 
repair requisition he initiated, a 
call to the engineering department 
giving the date and number of 
the requisition cleans up the prob- 
lem within a matter of minutes. 
This quick reference has saved 
time on the part of all concerned 
and earned the respect of our per- 
sonnel, who after all deserve to 
know the disposition of requests 
that they have made. 

In recent years, various auto- 
matic card systems have been de- 
veloped that are now in use in 
many of the country’s larger in- 
stitutions. These systems were de- 
veloped to meet the need for effi- 
cient and accurate handling of 
maintenance and repair requests, 


as well as those involved in ma- 
jor construction and alteration. 


Since individual routine job costs — 


often are required, many of these 
card systems incorporate account- 
ing procedures for time and ma- 
terial expended. 

The foregoing plan for pro- 
cessing requests and establishing a 
good routine maintenance program 
may be varied to fit the needs of 
small or large institutions. The 
basic consideration in working for 
efficiency in maintenance and re- 
pair, however, is service to the 
public. In order to obtain the de- 
sired results, it is necessary to 
incorporate sound procedures into 
daily routines and to have the full 
cooperation of the entire staff of 
the hospital. 


Regardless of size, the hospital plant and equipment 
represent an investment that warrants the best 
care—sound operation, expert maintenance and .. . 


bove all, a qualified engineer! | 


RICHARD P. GAULIN 


HE RECRUITMENT and selection 
operating personnel for a 
newly-organized hospital, particu- 
larly in the small community, is a 
difficult problem. As the average 
community cannot provide all of 
the professional skills needed, it 
often is necessary to recruit quali- 
fied persons from the larger cen- 
ters. 

The professional requirements 
for such positions as administrator, 
nurse, anesthetist, dietitian and 
x-ray and laboratory technician 
are recognized well enough to es- 
tablish a firm basis from the start 
for selection of such personnel. 
The one key position, however, 
that often does not receive com- 
parable consideration as to qualifi- 
cations or experience during re- 
cruiting is the hospital engineer, 
who in order of importance should 
rank with other key personnel. 
The casual treatment frequently 
given him stems from a lack of 


understanding of the qualifications 


required and the responsibilities 
esseritial in his position. 
First and foremost, the hospital 


Mr. Gaulin is a mechanical engineer. 

r was prepared under the direc- 

tion of Sone W. Cronin, M.D., chief of the 
Division of Hospital Facilities, Public 
Health Service partment of Health, 
Education and Welfare, Washington, D. C. 
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needs an engineer technically qual- 
ified by education or experience 
to handle the operations and main- 
tenance work. As the American 
Hospital Association in its Manual 
of Hospital Maintenance states: 
“The hospital building itself is a 
highly complex unit. Its mechan- 
ical and electrical features, in fact, 
might truthfully be said to be 
among the most diverse and com- 
plicated of any building type cre- 
ated by architects and engineers.” 

The financial investment that 
this complex unit represents, for 
the average 50- to 60-bed hospital, 
is somewhere around $1,000,000— 
one-third of this amount repre- 
sents mechanical and electrical 
systems, particularly susceptible to 
abuse or neglect. The physical 
components representing this in- 
vestment certainly warrant the 
best care compatible with good 
operating procedures. 

Good financial management pre- 
supposes an amortization amount, 
among other fixed charges. Over- 
looked too often is the fact that 
the amortization period or length 
of useful life of the equipment defi- 
nitely is dependent upon the qual- 
ity of maintenance. It would be 
poor practice for an accountant to 


make a determination from a 
standard reference table that $20,- 
000 worth of boilers and $10,000 
worth of air-conditioning refriger- 
ation equipment will last 20 years. 
and may therefore be set up as a 
fixed annual charge of $1,500, 
without taking into account the 
treatment this equipment will re- 
ceive. A qualified engineer with 
understanding of proper mainte- 
nance may extend the life of the - 
boilers to 30 years. An unqualified 
engineer unwittingly can reduce 


_ the boiler life to five or six years 


through operation and mainte- 
nance that might appear perfectly 
sound to the uninstructed. 


PROMOTES SAFETY 


Of even greater importance is the 
assurance that breakdown of vital 
equipment will not occur. A me- 
chanical failure causing interrup- 
tion of services within the hospital 
may cause loss of life or have 
other serious results. Similar 
breakdowns in schools, offices, thea- . 
tres or commercial buildings cer- 
tainly would be annoying but 
rarely would they create a hazard. 
The responsibilities of the hospital 
engineer, therefore, cannot be 
compared with those of the main- 
tenance superintendent in a school, 
theatre or office building. 

Patient comfort and conveni- 
ence, furthermore, is an important 
aspect of public relations. It is 
recognized that every new instal- 


‘lation goes through a shakedown 


period requiring some correction 
and minor adjustments. Such oc- 
currences are to be expected in the 
best designed, installed and operat- 
ed systems. When newly-installed 
boilers, however, are damaged or 
air conditioning systems stand idle 
because of faulty adjustment or 
understanding of the equipment, 
some doubt arises as to the com- 
petency of the operator. This may 
reflect indirectly on the manage- 
ment of the hospital. a 


SIZE NO CRITERION 


The idea that the size of the hos- 
pital is the major criterion on 
which to base competency require- 
ments for the hospital engineer is 
erroneous. An analysis of plant, 
equipment and services in the 
small hospital shows these to be, 
on a smaller scale, the same as 
those in the larger hospital. High- 
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Mayo Clinic Diagnostic Building, Rochester, Minn. | 
Architects: Ellerbe & Company, St. Paul and Rochester, Minn. 2 ee 2 
General Contractor: O. A. Stocke & Company, Inc., Rochester, Minn. bs ‘ | 7 


Diagnosis: NOISE. Perfect KR: QUIET 


been found the economical answer in hundreds of the 
nation’s hospitals. The gratifying effect is that noise is 
checked at the very outset . . . in wards, clinics, operating 
and delivery rooms, nurseries, private rooms, corridors, 
lobbies, kitchens, utility rooms. And the resultant sooth- 
ing quiet lends to patients’ hastened recovery, and to the , 
heightened working efficiency of hospital personnel. a 


Easy Maintenance 
Quickly installed, Acousti-Celotex Tile requires no spe- 


AZ 


Of all public buildings of all types, the hospital is ob- 
viously among those that most require an atmosphere of 
near-complete silence. Yet hospital clinic or ward can be 
at the top of the list in failing to meet this need. Noise 
of routine activity in corridors and rooms has a disturb- 
ing, recovery-retarding effect on patients, cuts efficiency 
of the working staff. 
) A sure antidote, however, is Acousti-Celotex Sound 
‘Conditioning ... such as the complete treatment given 
the beautiful new Mayo Clinic Diagnostic Building. 


-Here, Acousteel and Perforated Mineral Fiber Tile were 
used in the majority of installations with remarkable 
results. In elevator lobbies like the one shown above, 
Celotone®, spray-painted dark green, was installed to 
control traffic noise and aite a dramatic textured 
quality for ceiling areas. 


Low-Cost Answer 


cial maintenance. Its unique surface provides beauty 
combined with high sound-absorption value. And it can 
be washed repeatedly and sore, repeatedly with abso- 
lutely no loss of its sound-absorbing properties. 


Mail Coupon for a Sound Conditioning Survey Chart 
that will bring you a free analysis of the noise problem in 


your hospital, plus a free factual booklet, ‘““The Quiet 


A sound-absorbing ceiling of Acousti-Celotex Tile has Hospital.’’ There is no obligation. 


U.S. PAT, OFF. 


-——~—-Mail Coupon Now!-———- 
The Celotex Corporation, Dept. F-114 
120 S&S. Lae Salle St., Chicago 3, Illinois 


Without cost or obligation, please send me the 
Acousti-Celotex Sound Conditioning Survey Chart, 
REGISTERED and your booklet, “The Quiet Hospital.” 


Products for Every Sound Conditioning Problem — The Celotex Corporation, 120 S. La Salle St. 
Chicago 3, Iilinols © In Canada: Dominion Sound Equipments, Ltd., Montreal, Quebec | City County ._____State___. 
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pressure automatically-fired boil- 
ers; vacuum, condensation and 
boiler feed pumps; gas, oxygen, 
vacuum and compressed air sys- 
tems; water treatment; air-condi- 
tioning; ventilation; sterilization: 
kitchen and laundry equipment 
with their multitude of automatic 
controls; the various electrical sys- 
tems—these require an engineer 
with a high degree of knowledge 
and experience, regardless of the 
size of the institution. 


As a matter of fact, the operat- 


ing and maintenance force in the 


small hospital—being numerically 
small—will not include experts in 
all trades necessary to handle 
every repair job, as one might find 


in the larger institution. A fully- 


capable superintendent with work- 
ing knowledge of building con- 
struction, the mechanical systems 
and grounds maintenance will be 
more able to keep contract repairs 


at a minimum. In addition, the 


hospital will be better protected 
financially at times when outside 
assistance is required. 

Today, hospital operating costs 


New STEAM-CHEF Cafeteria Pan Steamer 


This new model, another first by STEAM-CHEF, saves handling, time 
and food, Many foods can be steamed in standard cafeteria pans and 
placed directly on serving tables without transfer. This reduces 
handling and cleaning of pots and pans, and avoids damaging 
foods such as asparagus and broccoli. Frequent small-lot cooking 
in cafeteria pans is fast and convenient, and insures freshly cooked 
foods during busy mealtime rushes. This helps eliminate left-overs 


and costly throw-out losses. 


Built to accommodate twelve standard 12” x 20” or twenty-four 
half-size cafeteria pans, this STEAM-CHEF can also accommodate 
standard steamer baskets when desired. The versatility and many 
time-saving conveniences of the new Cafeteria Pan STEAM-CHEF make 


ATIOWAL 24 MINUTE SOUND COLOR MOVIE 
GIVE ORAMATIC STEAM COOKING DEM 
ONSTRATIONS AVAIL ABLE ON RE 


it ideal for thousands of kitchens. 


@ For the complete story of economical, 
practical and efficient steaming, write to: 


THE CLEVELAND RANGE CO. 


“The Steamer People” 
3333 LAKESIDE AVENUE + CLEVELAND 14, OHIO 


are at an all-time high, and boards 
and administrators are constantly 
seeking means of reducing ex- 
penses. The operations and main- 
tenance department, unfortunately, 
very often is singled out as the 
department to bear the brunt of 
economy measures. Such measures 
often inadvertently increase fixed 
costs, instead of decreasing them. 
These increases result from the 
unhappy expedient of setting sal- 
ary rates so low that properly- 
qualified personnel cannot be at- 
tracted. As a consequence, hidden 
costs represented by inefficient 
operation and rapid deterioration 


_ of equipment increase out of pro- 


portion to any savings. 
Considering the total investment 
in hospital plant and equipment, 


those entrusted with the responsi- 


bility of staffing should be as care- 
ful in their search for a competent 
head for the operations and main- 
tenance department as they are for 
personnel in the more “dramatic”’ 
departments. They must set pay 
scales commensurate with the re- 
sponsibilities of the position. . 


Notes Comment 


‘Pin index’ can err 


(Ed. Note—The following letter, 
which deals with a problem that 
arose concerning pin safety index 
adapters approved by the National 
Compressed Gas Association, is re- 
produced from News Letter, the 


official organ of The American So.- 


ciety of Anesthesiologists. ) 

“IT am bringing the following 
information to your attention be- 
cause I feel it extremely important 
and of interest to the profession. 

“Our anesthesia machines have 


been fitted with the pin safety 


index adapters.. This week we had 
a nitrous oxide cylinder (Type E) 
which had holes drilled to fit the 
oxygen pin index adapter and 
therefore could not fit the hitrous 
oxide pin index adapter. The only 
place the nitrous oxide cylinder 
fit was on the oxygen line. 

“Not knowing whether this has 
happened previously, I am writing 
this letter to warn the anesthetists 
that errors can still be made and 
that the pin index safety system 
is not foolproof.”’ 
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N THE EVENT of an enemy attack 
| on American cities, the feeding 
of affected populations will be a 
tremendous undertaking of such 
vital importance that planning and 
training for emergency mass feed- 
ing should stand high on the list 
of essential preparatory services 
in every community. That survi- 


vors must have both water and 


food fairly soon and fairly regu- 
larly is sometimes forgotten as 
elaborate plans are made for first- 
aid, medical and nursing care and 
other life-saving measures follow- 
ing a national enemy-caused dis- 
aster. 

It staggers the imagination to 
contemplate the aftermath of a 
bombing of even one large city. 
Among other disastrous effects, the 
normal food supply is suddenly cut 
off, the transportation system dis- 
rupted, the fuel and water systems 


contaminated and the conventional 


eating facilities and equipment de- 
stroyed. Add to this the confusion, 
tension, shock, grief and terrible 
insecurity of the survivors and one 
appreciates the fact that it would 
take a great many people with a 
great deal of “know-how” to pro- 


vide the simplest food for large. 


numbers of persons. Past experi- 
ence has shown that to victims of 
disaster, the sight of simple, but 
familiar food helps to lift morale, 
ease tension, avert panic and re- 
store a feeling of security. 


NO RECENT INNOVATION 


Organized emergency mass feed- 
ing is not an innovation of the 
- twentieth century as the Red Cross 
well knows. J. Henri Dunant intro- 
duced an emergency mass feeding 
service in June 1859 at Solferino 
where, after that savage battle, he 
- organized a group of women vol- 
unteer helpers who ‘“‘brought them 
(the wounded) quantities of or- 
anges, jellies, biscuits, sweets and 
other dainties.’’' So, too, it is said, 


Miss Bovee is food and nutrition con- 


sultant, ‘American National Red Cross, . 


Washington, D. C., and the Red Cross rep- 
resentative on the Federal Civil Defense 
Administration's National Advisory Com- 
mittee on Emergency Mass Feeding. 
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EMERGENCY MASS FEEDING 


DOROTHY BOVEE 


that Clara Barton, the founder of 
the American Red Cross, “began 
her career remembering that sol- 
diers need to eat.’”” 

In every major disaster since the 
early beginnings of the Red Cross, 
emergency mass. feeding has been 
a very important part of the or- 
ganization’s program of relief. 

In World War I two important 
emergency\ mass feeding services 
were formally organized in Red 
Cross to cope with the more com- 
plex feeding. problems that grew 
out of the war: 

|. Bureau of Canteen Service. This 
program was developed at home 
and among the Allied armies in 
Europe. Millions of meals, sand- 
wiches and cups of beverages were 
furnished by Red Cross canteens 
throughout the war. 

2. Bureau of Dietitians’ Service. 
This bureau was organized to en- 
roll trained dietitians for hospital 


and other mass feeding services at 
home and overseas. It established 
qualifications for and stimulated 
recruitment of dietitians to serve 
with Army, Navy, Marine and Red 
Cross commissions. About 500 of 
the more than 2,500 enrolled served 
as hospital dietitians. The rest 
taught food conservation and other 
emergency wartime food courses 
on the home front. 


WORLD WAR Ii PREPARATIONS 


Considerable emphasis was given 
to the need for raising the nutri- 
tional standards of Americans 
prior to World War II. In addition 
to a national program of civil de- 
fense, a national nutrition program 
was inaugurated as part of our na- 
tional defense plans. The threat of 
attack on our cities loomed large 
for the first time in our history. We 
organized for an emergency that 
never came, Then, as now, respon- 


LEFT: Combination grill (foreground) and 
oven, with garbage can used as oven wall 
and steel tray as rack, will be constructed 
from mud, brick and other salvage materials 
in the disaster area. BELOW: Army per- 
sonnel and volunteers build an improvised 
ground barrel oven over a cross trench dur- 
ing a three-day pilot training course at Fort 
Lee (Va.) Quartermaster School. A 55-gal. 
oil drum serves as the oven; a piece of sheet 
metal, the floor; and sand, the insulation. 
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FLEX-STRAW. 


THE ALL-PURPOSE, 
DISPOSABLE 
DRINKING TUBE 


for use in both HOT 
and COLD LIQUIDS 


PATENTED 


ELIMINATES STERILIZATION, 
BREAKAGE and ACCIDENTS 


SAVES TIME AND MONEY 


BOTH UNWRAPPED AND 
INDIVIDUALLY WRAPPED 


PACKED 500 TO BOX 
20 BOXES TO CASE OF 10,000 


CANADIAN DISTRIBUTORS— 
INGRAM & BELL, LTD. 
HEADQUARTERS, TORONTO 


ORDER FROM YOUR 
DISTRIBUTOR TODAY. 


FLEX- STRAW CO. 


sv" 


Santa Monica, 1. 


sibility for emergency group feed- 
ing rested with the wartime-creat- 
ed Office of Civil Defense. 


~The American Red Cross, how- 
ever, was asked to cooperate in 
handling group feeding in the 
event of a disaster or wartime ca- 
tastrophe and to train the neces- 
sary volunteers to do the job. Red 
Cross facilities were expanded 
immediately. A campaign was 
launched to train canteen aides for 
service. Qualified dietitian in- 
structors were recruited, and the 
regular canteen training course 
was revised. 


Upon completion of the course, 
canteen members were organized 
into units of fifteen, each unit ca- 
pable of feeding, on short notice, 
large numbers of people from a 
50-man, fire-fighting crew to a 
hungry gathering of hundreds of 
men, women and children. Looking 
back at plans that fortunately 
never had to be tested, one won- 
ders how adequate they might 
have been had our cities been 
bombed. The British had experi- 
ence in the feeding of populations 
in bombed-out cities and it has 
been valuable to us as we plan in 
this atomic era for possible catas- 
trophe of even greater dimension. 


FCDA RESPONSIBLE TODAY > 


Today responsibility for dealing 
with an enemy-caused, national 
emergency is vested in the Federal 
Civil Defense Administration by 
Public Law 920 of the Eighty-First 
Congress." This law, enacted in 
1950, provides a plan for civil de- 
fense. The plan specifies that pri- 
mary responsibility for implement- 
ing programs is vested in the states 
and their political subdivisions. It 
establishes a Federal Civil Defense 
Administration to coordinate, guide 
and assist the states. 

Since the Civil Defense Act 
places the responsibility for action 
on states and localities, it is up to 
them to devise whatever measures 
are necessary to establish and train 
a civil defense organization capa- 
ble of providing for every primary 
necessity of life, including the 
feeding of survivors. ; 

The FCDA Mass Care Planning 


| Branch of Welfare Services in- 


cludes a section on emergency mass 
feeding. In February 1953, an Ad- 
visory Committee on Emergency 


Feeding was organized to assist in 
formulating policy and _ giving 
guidance to states and localities on 
emergency feeding activities. Com- 
mittee members include represen- 
tatives from a dozen or more na- 
tional, professional and semi-pro- 
fessional associations normally 
concerned with quantity feeding or 
some phase of food service. Con- 
sultants on food supply, emergency 
hospital facilities and nutrition also 
serve. 

The committee is concerned with 
many aspects of an emergency 
feeding program—organization of 
state and local committees, nutri- 
tienal goals, the training of volun- 
teers, procurement of food and 
equipment, alternate fuels, sanita- 
tion and many others. 


PILOT TRAINING COURSES 


As a first step in giving impetus 
to a feeding program, the commit- 
tee organized and participated in a 
three-day pilot training course on 
emergency mass feeding. The 
course was given at the Fort Lee 
Quartermaster School under the 
joint auspices of the U. S. Depart- 
ment of Defense and the Federal 
Civil Defense Administration. 
Eleven more courses were given at 
Army bases in this country. 

In 1953 nearly 400 participants 
were trained as key-leader person- 
nel in methods of survival feeding. 
They represented various sections 
of the professions, government, in- 
dustry and welfare organizations. 
Army engineers taught them how 
to construct and utilize improvised 
cooking, serving, dishwashing and 
waste disposal facilities out of rub- 
ble, mud and salvage materials. 
They purified a water supply, 
cooked and served the _ food, 
washed and sterilized equipment 
and disposed of trash and waste 
for a 500-1,000-person feeding unit 
—all under simulated, but rugged, 
disaster conditions. Currently, 17 
additional courses are scheduled by 
the Army and Federal Civil De- 
fense Administration for training 
other key personnel living in or 
near major target cities. | 

As a result of these programs 
there is a keener understanding of 
an emergency feeding program 
geared to the realities of atomic 
attack, and increased state and 
community planning for mass 
feeding. Chiefs of emergency feed- 
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ing have been appointed in more 
key communities in target areas 
and more state and local advisory 
committees have been organized. 
Many states have named commit- 
_tees to develop policies, training 
guides and plans for handling sev- 


eral types of emergency feeding 


situations. 

Recently the Advisory Commit- 
tee on Emergency Feeding met 
with industry representatives to 
develop plans for emergency use 
of liquified petroleum gas for feed- 
ing operations if mains for natural 
and manufactured gas are dam- 
aged in disaster. 

A manual on emergency feeding 
that may be used as a guide for 
planning a feeding program for ci- 
vilian-disaster victims also is be- 
ing prepared by the committee. 

The manual is focused on the or- 


ganization and mobilization of ex- 


isting feeding resources in order to 
operate promptly and effectively 
under the conditions imposed by a 
war-caused emergency. Some of 
the basic information to be includ- 
ed is: Planning assumptions; tac- 
tical or protective dispersal; re- 
sponsibility for total feeding; where 
and how people will be fed; organ- 
ization of committees at local lev- 
els; steps in implementing the pro- 
gram; personnel and equipment 
required; food to be served; special 
feeding problems; water and sani- 
tation. 


CURRENT COURSES 


At the same time the American 
Red Cross is giving impetus to the 
training of more canteen volun- 
teers in disaster feeding. At the re- 
quest. of the Federal Civil Defense 
Administration, the Red Cross has 
agreed to recruit and train addi- 
tional members of the canteen 
service who will be available as 
mass-feeding workers during an 
emergency. The current, 10-hour, 
three-lesson course is designed pri- 
marily to train volunteers to pre- 
pare and serve nourishing, palat- 
able food under sanitary condi- 
tions in Red Cross disaster-feeding 
operations. Volunteers are taught 
to organize for food preparation, 
service and clean-up under.a va- 
riety of conditions—outdoor feed- 
ing, shelter feeding and. mobile 
feeding—in a cooperative, efficient, 
safe and economical manner. 

The teachers are Red Cross au- 
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Serve new low calorie 


sweet... but 


sugar free 
Delectable D-Zerta, made by the makers of Jell-O, comes in six 


delicious flavors, delightfully sweetened with saccharin . . . it is 
carbohydrate free . . . and it costs about 4¢ a serving! D-Zerta 
is a real pickup for patients on low-calorie, low-carbohydrate 
diets. Only 12 calories a serving! 


D-Zerta is now available in the dietetic section of grocery stores! 
Look for the new package containing (3 or 10) two-portion 
envelopes. Complete nutrition information, plus some exciting 
new recipes, with every package! 


Jell-O and D-Zerta are registered trade-marks of General Foods Corporation. A Product of General Foods 
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PLANS FOR EMERGENCY MASS FEEDING 
IN HOSPITALS SHOULD INCLUDE: 


1. Fixing responsibility for supervi- 
sion of the feeding teams in hos- 
pitals. 

2. Reaching agreement among medi- 
cal personnel and the emergency 
feeding committees on what is 
needed and wanted. 

3. Setting some goals toward which 
to work. 

4. Devising some simple menus that 
would be suitable during the acute 
emergency period. 

5. Training volunteers to do the feed- 
ing in accordance with precon- 
ceived plans and needs. . 


chorized canteen instructors, who 
have a college major in foods and 
nutrition or institutional manage- 
ment, or the equivalent in gradu- 
ate work, They must have at least 
a year’s experience as a dietitian 
or food service supervisor in a hos- 
pital, institution or industrial or- 
ganization, or a home demonstra- 
tion agent with -experience in 
group feeding. 

Dietitians fully realize the im- 
portance of trained personnel in 
the efficient and safe operation of 
an emergency mass feeding pro- 
gram. In the event of an all-out 
war, those persons who normally 
staff hospital departments, school 
lunchrooms and other public eating 
places, cannot be counted upon 
to direct mass-feeding activities. 
There are just not enough dieti- 
tians. The recruitment and training 
of a large number of lay volunteers 
in the quantity production and 
service of food under disaster con- 
ditions is imperative. 

We should look at volunteers in 
two ways—volunteers before the 
emergency and volunteers after the 
emergency. Experience has shown 
that during an acute emergency 
people rush to serve in every way 
that they can. In disaster feeding 
there would be no place for un- 
trained volunteers; the risks of im- 
proper food handling are too great. 
Those persons on whom we must 
depend for a significant part of the 
feeding operations must be trained 
and organized to work within the 
civil defense setting. It is not suffi- 


cient to train them—their inter- . 


ests must be kept alive by test ex- 
ercises, demonstrations, and the 
like. It is before the emergency 
that the dietitian can lend her sup- 


port to the feeding program by vol- 
unteering to teach the mass-feed- 
ing courses. Communities should 
not overlook the extensive back- 
log of Red Cross canteen volun- 
teers trained for feeding activities 
during World War II. 

In the peak year of World War 
II, 82,200 certificates were issued 
to persons who completed a 20- 
hour canteen course. Since 1946, 
an additional 23,000 persons trained 
and certified, which makes a val- 
uable resource of volunteers to 
draw from for assistance. Their in- 


terest in serving as volunteers 


should be revived and supplemen- 
tary training should be given to 
prepare them for feeding with Red 
Cross in natural disasters and with 
civil defense in an enemy-caused 
disaster. 

FEEDING IN HOSPITALS 


One of the weakest links in the 
emergency feeding program is the 
feeding of the sick and injured in 
existing and improvised hospitals. 
Hospital administrators, dietitians 
and other hospital personnel will 
be interested as well as relievéd to 
learn that feeding in the impro- 
vised hospitals is designated as a 
responsibility of the emergency 
welfare services of civil defense. If 
feeding plans are to be adequate 
and realistic in meeting all needs, 
however, community civil defense 
committees must give more em- 
phasis to this important phase of 
feeding. It is natural and practical 
that those responsible for feeding 
meet with hospital administrators, 
medical staffs and dietitians to de- 
termine what is needed. 

Inasmuch as FCDA authority is 
limited to acting in a consultant 
and advisory capacity in the de- 
velopment of local plans, it is up to 
each community to work out its 
own detailed feeding program in 
cooperation with surrounding com- 
munities that have a need for-in- 
terdependence. 

Feeding of the sick and injured 
in hospitals is a complicated and 
controversial problem for two rea- 
sons: 


ized matter. Any program would 
need to be organized so that those 
persons responsible for feeding 
know who should and should not 
receive food. 

2. There is no uniform agreement 


|. Feeding the sick is an individual-. 


among the experts on the diet for 
such casualties. One group main- 
tains that the provision of a very 
high caloric, high protein, high 
vitamin diet aids recovery. The 
other maintains that no benefit re- 
sults from diets providing more 
than a moderately generous supply 
of these nutrients, such as the 
levels recommended by the Na- 
tional Research Council. 

In guidance plans for states, 
FCDA Medical Services primarily 
recommend use of existing school 
buildings for improvised hospitals. 
Since most modern school build- 
ings usually have equipped kitch- 
ens, considerable reliance may be 
placed on their use in an emer- 
gency, although normal utilities 
have been disrupted. Gas is used 
for cooking in 90 to 95 per cent of 
such kitchens. This equipment can 
be converted rapidly to use with 
bottled gas. 

If the facility used as an “‘impro” 
does not have a kitchen or the 
power necessary to operate its 
cooking facilities, feeding teams 
might need to construct outdoor, 
improvised, cooking facilities, and 
provide substitute equipment. In 
either case, disposable, paper uten- 
sils would be the most desirable. 
Even though china were available, 
there might be such a short supply 
of water that dishwashing and 
sanitation would be impossible. 


POSSIBLE FOOD ITEMS 


It is evident that feeding in hos- 
pitals during the acute® phase of 
emergency must be reduced to 
simple manageable proportions. 
There is fairly general agreement 


that no attempt should be made to 


take care of diet problems of dia- 
betic, ulcer, colitis and allergy pa- 
tients. Such persons must depend 
on medication and available food 


‘’ from emergency rations. Feeding 


of the sick and injured might be 
reduced temporarily to such simple 
food items as soups, stews, liquid 
formulas based on canned and 
dried milk, sugar, and canned juices. 
Since the procurement of food, 
water, fuel and equipment is ab- 
solutely essential to food prepa- 
ration: and service, coordinated 
planning with the committees re- 
sponsible for each of these services 
is important. 
_ In many cases it may be neces- 
sary for hospital personnel to take 
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Here are some of the 
advantages you enjoy 
with this modern tt 
FOOD MANAGEMENT 
TECHNIQUE 


SEND FOR NEW, FREE, ILLUSTRATED PFAELZER 
BROTHERS’ BOOKLET that tells the complete story. 


@ 
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praniter BROTHERS, inc. 


Pfaelzer Brothérs 


PORTION-READY MEATS 


for greater efficiency in your 
food department... 


DEPENDABLE QUALITY! 

U.S. Government Inspection, U.S. Government Grading, 
expert selection; and Blast Freezing are 4 of the QUALITY 
CONTROL steps taken to insure tenderness and flavor... 
and to preserve nutritive values in every portion. 
CONTROLLED COSTS! 

Portions are perfectly uniform in thickness, shape and size. 
You can determine your costs precisely and beforehand. 
3-WAY PAYROLL ECONOMY! 

You save the costs of butchering, handling, and sanitation 
maintenance .. . achieve maximum labor efficiency. 
PERFECT INVENTORY CONTROL! 

You can readily account for every ounce of meat you 
purchase ... avoid spoilage, pillerage and shrinkage, 
WASTE ELIMINATION! 


By-products that hinder your operation, take up time and 
space are avoided. You buy only the item needed in the 
exact quantity desired for a given meal. | 


GREATER MENU VARIETY! 


With so many popular items from which to choose, you 


can serve meals with greater appeal. Menu planning 
is so much easier. 


THE HOUGE OF PERSONALIZED SERVICE 


939 West 37th Place + Union Stock Yords - Chicago 9, lilinois 


PFAELZER BROTHERS’ Portion-Ready Meats give you the RESULTS you want...the CONTROLS you need! 
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have been made, urge that hospital nergenc Wettere Creek Home Economics Associa- 
_ representatives be appointed to ington, D. Government | Printing Office. petanual for the eration of Emer ergency 
t —. Surviva er Atomic Attack. Wash- eedin 8. Providence: 
- serve on an emergency food com- ington, D. C.: Government Printing Office. land s te Office of Civil Te... a 
—. What You Should Know About Bio- ass isaster. Washington, 
; mittee, so that plans for hospital loginal Warfare. Washington, ong American National, Red Cross. 
; isti ernmen ntin ce “9 
feeding may be adequate, realistic U. 8. enantunent of Agriculture, Bureau nell University, New York College of Eco- 
t and related to the over-all plan for of Human Nutrition and Home Economics. nomics. 
’ be School Lunch Recipes for 25 and 50. Wash- Quantity Recipes for Quality Foods. Chi- 
P the community. If and when dis- ington, D. C.: Government Printing Of- °ag0: Evaporated Milk. Association. . 
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Master Menus for December 


ticularly attractive menu with the traditional quality 
foods of the holiday season, extra garnishes and dec- 


: Traditionally, greater interest is taken in the foods 
a served at holiday meals. At Christmas time the pa- 
tient’s’ tray offers an unusual opportunity for the orative tray appointments.* 

ete a dietitian to gain the patient’s interest and help im- *Suggestions for holiday menu items, recipes and garnishes of 
i : : : a the season are available upon request from the Dietetics Special- 
aay prove his morale during this trying period. ist, American Hos pital Assoc tation, 28 E. Division St., ater “sips 


: Master Menu Diet Manual and directions for using the Maste 
a who are able to go home are discharged, while the Menu are available at $2. each from the American Hospital 


Association. 
a more seriously ill and disabled remain in the hospital. 
~ For some, this may be the first holiday season that Summary of Dinner Meats 
h: they have been separated from the family circle. Dur- Dinner Meat Dates on menu Total 
ing this period of unusual emotional strain, the dietary Beet December 1-4-7-12-16-20-29 7 
| a service, perhaps better than any other department, Veal... December 9-15-21-27 4 
can bridge the gap between the normal existence December 6-14-23 3 
s and the restrictions imposed by hospital routine. Pork -December 8-13-18-26-30 * 
} At holiday time every attention given to food Poultry.____ December 5-19-25 3 
ey preparation and the service is of such great value Fish____.. December 3-10-17-24-31 5 
that it cannot possibly be measured in dollars or Variety Meats..___December 2-11-22-28 4 


cents, but in the warmth of human kindness. The — 


. dietitian should take extra care to provide a par- 31. 
oH ber 12. Parsley potatoes 25. Scrambled egg with bacon 36. Bread 
Decom 18. Pimtento diced celery curls 
a 1. Bana 14. Green peas 26. Broiled veal steak December 2 
- 2. Blended citrus juice 15. Sliced lettuce salad 27. Baked potato 
<q 3. Brown granular wheat 16. Russian dressing 28. Spinach with lemon 1. Orange juice 
= cereal or corn flakes 17. Apple crisp 29. Grapefruit and cress salad 2. Orange juice 
: 4. Soft cooked e 18. Apple crisp 30. Paprika French dressing 3. Wheat and barley kernels 
| 5. Grilled Canadian bacon 19. Pineapple whip 31. Chocolate angel food with or hominy 
7 6. Tonst 20. Fresh apple white mountain icing 4. Serambled egg 
4 _—— 21. Orange juice 32. Chocolate angel food, 5. Bacon 
bf 7. Barley broth white mountain icing 6. Whole wheat muffins 
8. Tonst sticks 2. Cream of tomato soup 33. Baked custard 
9. Swies steak . Croutons 34. Unsweetened canned 7. Consomme 
10. Brotled cubed steak 24. Grilled Canadian bacon— BP savy 8. Crisp crackers 
ll. Mashed potatoes candied sweet potatoes 35. xed fruit juice 9. Pan-fried liver 
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Refresh zest 
tothe hour 


ONLY NORRIS GIVES YOU AN EXTRA 
BUILT-IN POWER OUTLET! 


DISPENSERS, inc. 


Dept. H-11, 2720 Lyndale Ave. So. 
Minneapolis, Minnesota 


NOVEMBER 1954, VOL. 28 


PREFERRED FOR HOSPITAL FOOD SERVICE - THE 
MORRIS DELUXE — 


MILK DISPENSER 


Hospitals throughout the United States have found that Nor- 
ris Deluxe dispensers speed milk service and give patients a 
colder, tastier glass of milk. A Norris dispenser with its self- 
contained refrigeration unit, releases needed refrigeration 
space for other use. Service time is cut, more milk is con- 
sumed, and the dispensers pay for themselves in savings on 
the lower cost of bulk milk over packaged milk. 


LOOK TO NORRIS FOR A COMPLETE LINE OF QUALITY DISPENSERS 
All stainless steel with sealed, self-lubricating refrigeration units 


MODEL N-5-SS MODEL N-10-SS 


- Show me how a Norris Dispenser can help me save more... profit % 
more 
Name 
Company Title 
Address 
Ce State 
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6. Broiled liver 

|. Whipped potatoes 

2. Whipped potatoes 

4. Corn ereole 

4. Sliced beets 

5. Peach cream cheese and 
walnut salad 

6..Chantilly dressing 

7. Butterscotch sundae 

Butterscotch sundae 

9. Grape ice 

0. Unsweetened canned 
apricots 

21. Grapefruit juice 


22. Cream of vegetable soup 

2%. Saltines 

24. Spanish meat loaf 

25. Broiled beef patties 

26. Broliled beef patties 

27. Baked noodles with 
tomato puree 

28. Pattypan squash with 
lemon juice 


29. Lettuce, caulifower and 


radish salad 
30, Savery French dressing 
1. Pineapple upside down 
ecnke, whipped cream 
32. Canned pears 
33. Vanilla ice cream 
44. Fresh pear 
35. Fruitade 
$6. Baking powder biscuits 


December 3 


|. Half grapefruit 
2. Grapefruit juice 


4. rice cereal or onatment! 


4. Serambled ex« 

5. Link sausage 

6. German coffee cake 

i. Consomme royal 

. Saltines 

. Fried deep sea scallops 
Flounder fillets, baked 
Whipped potatoes 
Whipped potatoes 
Julienne green beans 
Julienne green beans 
Waldorf salad 


Orange sherbet 
Orange sherbet 
Orange sherbet 
Sliced orange 
(irapefruit juice 


22. Corn and tomato chowder 


23. Crisp crackers 


24. Baked macaroni and cheese 
25. Baked macaroni and cheese 


currant jelly 
26. Low fat tuna 
27. Baked potato 
(omit on soft diet) 
28. Jullenne carrots 


29. Tomato and lettuce salad 


30. French dressing 
31. Fresh fruit cup 
32. Canned fruit cup 
33. Cherry sponge 
34. Fresh fruit cup 
35. Pineapple juice 
36. Poppy seed rolls 


December 4 


1. Tangerine 
2. Tomato juice 
3. Relled wheat or crisp 
corn cereal 
4. Serambled ese 
5. Crisp bacon 
6. Honey buns 
habet soup 
8. Saltines 
Sauerbraten 
10. Roast beef 
ll. Petatoes au gratin 
12. Riced potatoes 
13. Green peas 
14. Green peas 
15. Shredded carrot and 
raisin salad 
16 


17. Cheeolate cream puff 

18. Vanilla pudding with 
chocolate sauce 

19. Lemon rennet pudding 

20. Unsweetened canned 
peaches 

21. Grapefruit juice 


22. Vegetable soup 
23. Crisp crackers 
24. Sweetbreads and 


26 
27 
28 


f 


= 


> 


mushrooms in casserole 


. Bscalloped sweetbreads 


in casserole 


. Broiled sweetbreads 
. Baked potato 
. Asparagus tips 


Fresh pear and grape salnd 


30. French dressing 
51. Prune whip 
42. Prune whip 
3%. Tapioca cream 
with meringue 
44. Uneweetened canned 
boysenberries 
$5. Grapeade 
36. Bread 
December 5 
1. Grapefruit sections 
2. Grapefruit juice 
4. Rolled wheat or corn flakes 
4. Poached 
5. Bacon 
6. Toast 
7. French onion soup 
S. Crisp crackers 
¥. Roast chicken with 
dressing 
10. Roast chicken 
ll. Mashed potatoes 
12. Parsley potatoes 
13. Buttered Brussels sprouts 
14. Wax beans 


. Scrambled eggs 


. Cranberry and orange salad 


Mayonnaise 


. Coffee lee cream 


Vanilla ice cream 

Lemon ice 

Unsweetened canned Bing 
cherries 

Mixed citrus juice 


. Cream of pea soup 
. Melba tonst 
24. Baked acorn squash 


with country sausage 
grilled 
turkey livers—and 


baked squash 


26. Grilled turkey livers— 


35, 


36, 


stewed tomatoes 
Baked potato 


. Hearts of lettuce 

. Thousand Isliand dressing 
. Ambrosia 

. Orange and banana cup 

. Soft custard 

. Orange and banana cup 


Apple juice 
Corn muffins 


December 6 


1. 


3. 


| 


© 


Blended citrus juice 

Blended citrus juice 

Wheat and barley 
or farina 


. Soft eooked 
. Grilled ham 


Whole wheat raisin tonst 


. Vegetable soup 
. Saltines 


Stuffed lamb shoulder— 
mint jelly 


. Roast lamb 
. Rieed potatoes 


Rice potatoes 


. Glased carrots 
. Sliced carrots 
. Shredded cabbage and 


green pepper salind 


. Olive French dressing 
. Orange nut cake 

. Orange layer cake 

. Pineapple whip 


Grapefruit sections 
Grapefruit juice 


. Cream of turkey soup 


23. Crisp crackers 


. Spaghetti with meat sauce 
. Casserole of spaghetti with 


tomato puree 


. Baked veal chop 

. Spaghetti with tomato 

. Fresh spinach 

. Pineapple cottage cheese 


snlad 
. Fruit salad dressing 


30 

31. Stewed apricot compote 

32. Canned peeled apricots 

83. Lime gelatin 

34. Unsweetened canned 
apricots 

35. Fruitade 

36. Hard rolls 

December 7 

1. Orange halves 

2. Orange juice — 

3. Oatmeal or crisp rice cereal 

4. Peached eze 

5h. Bacon 

6. 

7. Consomme ala royal 


8. Crisp crackers 
Country fried cubed steak 
10. Broiled cubed steak 
il. Freneh fried potatoes 
12. Cubed potatoes 
13. Stewed tomatoes 
14. Sliced new beets 
15. Tossed salnd 
16. Celery seed French 
dressing 
17. Deep dish apple pie 
18. Fruited gelatin 
19. Raspberry gelatin cubes 
20. Unsweetened canned plums 
21. Blended citrus juice 
22. Corn chowder 
23. Saltines 
24. Frankfurters—escalloped 
potatoes 
25. Liver loaf—egg sauce 
26. Broiled liver 
27. Baked potato 
28. Green peas 
29. Pear blush salad 
30. Fruit salad dressing 
31. Date pudding with 
whipped cream 
32. Royal Anne Cherries— 
sugar wafers 
33. Baked custard 
34. Unsweetened Royal Anne 
cherries 
35. Tomato juice 
36. Bread 
December 8 
Banana 
2. Grapefruit juice 
3. Puffed rice or rolled whent 
4. Serambled exe 
5. Bacon 
6. Cinnamon toast 
7. Cream of mushroom soup 
Toast sticks 
Baked glazed Canadian 
bacon or broiled flounder 
10. Broiled flounder fillets 
ll. Whipped potatoes 
12. Whipped potatoes 
13. Kale with lemon or green 
beans 
14. Green beans 
15. Grapefruit and red apple 
section salad 
16. French dressing 
17. Chocolate chip bread 
pudding 
18. Chocolate chip bread 
pudding 
19. Lemon snow pudding 
20. Grapefruit sections 
21. Orange juice 
22. Green split pea soup 
23. Crisp crackers 
24. Plantation turkey short- 
cake 
25. Creamed turkey 
26. Cold sliced turkey 
. Baked potato 
28. Cut green asparagus 
29. Sliced tomato salad 
30. Mayennaise dressing 
31. Fresh frozen pineapple 
chunks 
32. Canned fruit cup 
33. Vanilla ice cream 
34. Fresh pineapple 
35. Pineapple juice 
36. Bread 
December 9? 
1. Grapefruit 
2. Orange juice 
3. Farina or bran flakes 
4. Soft cooked egg 
5. Link sausages 
6. Peean rolls 
7. Beef bouillon 
Ss. Saltines 
%. Roast leg of veal with 
dressing 
10. Roast leg of veal 
ll. Paprika potatoes 
12. Paprika potatoes 
13. Broccoli with Hollandaise 
sauce 
14. Diced yellow squash 
15. Stuffed prune salad 
16. Maraschino French 
dressing 
17. Pumpkin pie 
18. Pumpkin chiffon pudding 
19. Raspberry sponge 
20. Unsweetened canned 


boysenberries 
21. Blended citrus juice 


22. Fresh vegetable soup 
23. Melba toast 

24. Hamburg creole with 
cheese biscuits 


25. 
26. 


Broiled beef pattie 
Broiled beef pattie 


. Whipped potatoes 
. Julienne beets 


Lettuce salad 


. Russian dressing 

. Home style peaches 

. Home style peaches 

. Lemon rennet-custard 
. Unsweetened canned 


peaches 


. Fruitade 
. Cornbread 


December 10 


1. 


9 


3. 


4. 
5. 
6. 


Anjou pear 

Blended citrus fruit juice 

Corn flakes or brown 
granular wheat cereal 


-Serambled exe 


Bacon 
Toast 


8. 


Cream of asparagus soup 

Croutons 

Baked white fish creole 

Baked white fish fillets 

Mashed potatoes 

Riced potatoes 

Sliced carrots 

Sliced carrots 

Ieed celery curls and 
radishes 

Strawberry sundae 

Vanilla ice cream 

Strawberry gelatin cubes 


. Unsweetened canned 


apricots 


. Grapefruit juice 
. Clam chowder 

. Oyster crackers 

. Kees a la goldenrod in 


toast cups—stuffed 
baked potato 


. Eggs a la goldenrod in 


toast cups 


. Cottage cheese on letfuce 
. Baked potato 
. Green beans 


29. Tomato quarters and cress 
salad 

30. Russian dressing | 

31. Cranberry betty with 

vanilla custard sauce 

32. Applesauce 

33. Floating island 

34. Orange sections 

35. Apricot nectar 

36. Bread 

December 11 


Ao 


. Orange juice 
. Orange juice 


Oatmeal or wheat flakes 
Poached 

Bacon 

Popovers 


. Beef broth 
. Crisp crackers 


Country fried liver and 
bacon 


. Broiled liver 

. Creamed potatoes — 

. Baked potato 

. Green peas 

. Green peas 

. Apricot and marshmallow 


salad 


. Cream mayonnaise 
. Cheeolate walnut ice box 


dessert 


. Cherry sponge with 


custard sauce 


. Cherry sponge 
. Unsweetened canned 


pe 


aches 
. Blended citrus juice 


. Cream of potato soup 
. Saltines 
. Ham loaf—spiced prunes 


Baked cheese sandwich 


. Broiled lamb chop 
. Riced potato (omit on 


Soft Diet) 


. Spinach 

. Tossed greens 

. French dressing 
. Fruit cup 

2. Sliced 


bananas in orange 


juice 


. Soft custard 
. Unsweetened fruit cup 
. Grapeade 


Hot rolls 


December 12 


1. 
2. 
3. 
4. 


Tangerines 

Blended citrus juice : 
Shredded wheat or farina 
Scrambled 


HOSPITALS 


, 
| 
2% 
30 
$1 
33 
34 
36 
11. 
12 
13 
14 
1%, Ld. 
19, 
20, 16. 
i, 
2] 
25 99 
a 
24 
27, 2 
29 
30 27 
spel 
19 
24 
26 
27 22 
23 
29 24 
25 
26 
| 
99 
oe 
36. 


_ WASH & RINSE: Stainless stee! wash manifolds, 


For Clean, Clean Dishes ...at a Cost That’s Right in Line 


Here are just two of the more than 50 popular 
Hobart dishwashers that you can choose from 
today. With Hobart, you fit the machine to the 


without Hobart Time Controls—little (2 ft. 
square), medium, or big (29-ft. Flight-Type). 
We'll help you choose the right model for lowest 


cost and highest standards for glasswashing— 
for dishwashing. And with every unit, you get 
the Hobart guarantee and Hobart service. 
Why wait? See Hobart for a/l/ your dishwash- 
ing, food and kitchen machines! ... The Hobart 
Manufacturing Company, Troy, Ohio. 


job, for utmost efficiency at lowest cost per serv- 
ing. You avoid the inefficiency of undercapacity 
and the waste of costly, unused overcapacity — 
both! Your Hobart machine is just right for you! 

Your Hobart can be fully or semi-automatic 
or continuous, Flight-type racking—with or 


Trademark of 


Hobart 
Machines 


The World's Largest Manufacturer of Food, 
Kitchen and Dishwashing Machines 


for over 55 years 


Sted, aud bitia Dwell 
MODEL xxm-4 ... 
DESIGN: Fully automatic, 2-tank, rack-type; baffles and 
curtains for control of wash and rinse streams. : & 
CONSTRUCTION: Arc welded No. 16 gauge stainless 
steel or No. 12 gauge galvanized iron, 
FILLS: Jet-type with air break and water seal at each end. 
and below, cover entire rack area, both compartments. 
FINAL RINSE: Double-acting rinse arms above and be- z 
low operated automatically. Rapid-action valve; vacuum | q 
matic dwell, with swinging motion, in both wash and — - “ 
rinse compartments, and advance through final rinse. 4 
PUMPS: Two, Hobart designed and built, self-draining 
——215 G.P.M. each, with Ni-Resist impellers, integral 
with motors. Packless seals (no stuffing boxes). nl — 
packed, ball bearing, drip-proof, ventilated —for wash 
DRAIN & OVERFLOW: Automatic belli-type overflow; 
lift-off cap. Externally controlled Ni-Resist drain valve. 
4 A, 
“al 
— —— _ | ‘ DESIGN: Semi-automatic, rack-type——3 doors for straight wall or corner installation 
“ | - CONSTRUCTION: 16 gauge stainless steel. Most sanitary design. 
& a | : | CONTROL: Single handle, interlocking, prevents operation with doors open. 
| yo | ani WASH: Hobart revolving arms with unrestricted openings——double end jets——above and 
ee ; — vi RINSE: Wing-type rinse sprayers above, revolving rinse arm below. Rapid-action valve out- 
MOTOR: Hobart-built, 1 H.P. grease-packed ball bearing, drip-proof, ventilated. Single 
1 phase, three-phase or direct current. 
PUMP: Self-draining. Integral with motor——always perfect alignment. Packless seal (no 
stuffing box) —Ni-Resist impeller, inspection plates. 
eS baie DRAIN & OVERFLOW: Ni-Resist drain valve, externally controlled. Bell-type overflow with 
lift-off cap. 
eee... SEAL OF APPROVAL 3 
For further information on these and 
other units, write for specification sheets. — 


5. Grilled Canadian bacon 
6. Coffee enke 


Consomme 

. Saltines 

. Ronst rib of beet 

Roast rib of beef 

Whipped potatoes 

. Whipped potatoes 

Caulifiower 

Diced beets 

Fruit salad 

Buttercup dressing 

Raspberry sherbet 

. Raspberry sherbet 

. Raspberry sherbet 
(no cream) 

. Grapefruit sections 

. Orange juice 


AMA 


. Crenm of corn soup 

. Crisp erackers 

. Sealloped turkey and 
vegetables 

5. Creamed turkey 

6. Hot sliced turkey 

27. Steamed new potatoes 

2%. Asparagus tips 

29. Grapefruit and avocado 

snlad 

50. French dressing 

41. Cheeolate cup cakes 

$2. Prune whip 

43. Cherry gelatin 

34. Unsweetened canned plums 

45. Grapefruit juice 


teres tet 
SO 


56. Brena 
December 13 
l. Grapefruit 
2. Grapefruit juice 
Rolled wheat or crisp rice 
cereal 
4. Poached egg 
5. Bacon 
6. Tonst 
7. Beef boutlion 
S. Crisp crackers 
%. Baked pork chop 
10, Baked veal chop 
ll. Parsley potatoes 
12. Noodles 
13. Sealloped tomatoes and 
onions 
14. Green beans 
15. Apple, raisin and celery 
16. Cream mayonnaise 
17. Baked coconut custard 
18. Baked custard 
19. Lemon and lime gelatin 
: cubes 
20. Delicious apple 
21. Apple juice 
22, Pepper pot soup 
23. Saltines 
24. Creamed chipped beef 


25. Minced beef 

26. Brolled steak 

27. Baked potato 

28. Green pens 

29. Hend lettuce salad 

50. Thousand Island dressing 

$1, Cherry ¢risp 

$2. Pear in cherry gelatin 

33. Baked custard 

34. Unsweetened canned 
cherries 

35. Orange juice 

36. Potate rolls 


December 14 


1. Banana 
. Blended citrus juice 
. Corn flakes or brown 
granular wheat cereal 
Soft cooked egg 
. Link sausages 
Bran muffins 
. Chieken broth 
. Saltines 
. Reast leg of lamb 
. Roast lamb 
. Mashed potatoes 
. Riced potatoes 
. Sauteed paranips 
. Asparagus tips 
. Raw vegetable salad bow! 
. Russian dressing 
. Cheeolate sundae 
. Chocolate sundae 
Lemon ice 
. Fresh pineapple cup 
. Apricot nectar 


22. Vegetable soup 

23. Crisp crackers 

24. Chicken and rice casserole 
25. Creamed chicken 

26. Hot sliced chicken 

27. Fluffy rice 

28. Sileed carrots 


116 


29. Grapefruit and romaine 

salad 

30. Clear French dressing 

31. Prune cake with senfouam 
frosting 


$2. Canned Royal Anne 


cherries 
33. Vanilla rennet-custard 
34. Fresh pear 
35. Cranberry juice 
36. Bread 


December 15 


Sliced oranges 
. Orange juice 
Farina or bran flakes 


Easence of celery soup 

Crisp crackers 

Brown fricassee of veal 

Veal patties 

Steamed rice 

Parsley potatoes 

Rroceoli with lemon butter 

Wax beans 

Cranberry salad 

. Cream mayonnaise 

17. Apricot cobbler with 
whipped cream 

18. Baked custard with apricot 
puree 

19. Pineapple whip 

20. Unsweetened canned 
apricots 

21. Blended citrus juice 


22. Corn chowder 

23. Crisp crackers 

24. Beef biscult roll with 
mushroom sauce 

25. Beef biscuit roll 

26. Cold roast beef 

27. Riced potatoes 

28. Slieed beets 

29. Cabbage, carrot and green 
pepper salad 

30. Olive French dressing 

31. Baked apple with light 
cream 

32. Apple sauce 

23. Lemon chiffon pudding 

34. Baldwin apple 

36. Cherry nectar 

36. Corn muffins 


l. Banana 

2. Blended citrus juice 

Puffed wheat or oatmeal 
4. Serambled exe 

5. Bacon 

6. Toast 


7. Temato boultllion 

8. Cheese crackers 

9. Country fried cubed steak 

10. Brolled cubed steak 

ll. Whipped potatoes 

12. Whipped potatoes 

13. Glazed onions 

14. Quartered carrots 

15. Sifeed lettuce salad 

16. Theusand Island dressing 

17. Maple nut ice cream 

18. Vanilla ice cream 

19. Strawberry gelatin 

20. Unsweetened canned fruit 
cocktail 

21. Grapefruit juice 

22. Cream of mushroom soup 

23. Melba toast 

24. Sealloped potatoes with 
ham—watermelon pickle 

25. Broiled lamb chop 

26. Broiled lamb chop 

27. Lattice sliced potatoes 

28. Fresh spinach 

29. Pineapple and grated 
American cheese salad 

30. French dressing 

31. Cheeolate marshmallow 
roll 

32. Coffee gelatin™ 

33. Coffee gelatin 

84. Unsweetened canned plums 

85. Pineapple juice 

36. Bread 


December 17 


. Grapefruit 

. Grapefruit juice. 

. Farina or wheat and barley 
kernels 

Soft cooked 

. Bacon 

. Sally Lunn 


4. Vegetable chowder 
8. Saltines 
9. Brotled halibut steak 


19. Broiled halibut steak 

ll. Mashed potatos 

12. Riced potatoes 

13. French style green beans 

14. French style green beans 

15. Cole slaw 

16. Sour cream dressing 

17. Lemon chiffon pie 

18. Lemon chiffon pudding 

19. Lemon sponge 

20. Unsweetened canned dark 
cherries 

21. Orange juice 

22. Crenm of spinach soup 

23. Tonst sticks 

24. Tuna fish salad—potato 
chips 

25. Creamed tuna fish 

26. Low fat tuna on lettuce 
with lemon 

27. Baked potato 

28. Green peas 

29. Carrot sticks—radishes 

10, 

51. Pineapple chunks— 
oatmenl cookies 

32. Raspberry gelatin with 
sliced bananas 

33. Vanilla blane mange with 
cherry juice 

34. Fresh pineapple 

35. Apricot nectar 

36. Parker House rolls 


December 18 


. Orange juice 

Orange juice 

. Crisp rice cereal or rolled 
wheat 

. Serambled 

Link sausages 

Toast 


. Barley broth 

Crisp crackers 

Baked sliced ham piquant 

Individual beef loaf 

Creamed whole potatoes 

. Parsley potatoes 

Mashed Hubbard squash 

. Mashed Hubbard squash 

Jellied cider fruit salad 

Mayonnaise 

. Frozen raspberry 
shortcake 

Tapioca cream pudding 

. Grape juice sponge 

. Unsweetened canned 

peaches 
21. Lemonade 


22. Cream of chicken soup 

23. Melba toast 

24. Beef pot pie with fin”nky 
erust 

25. Bacon curls 

26. Broiled beef patties 

27. Baked sweetpotato 

28. Asparagus tips 

29. Head lettuce salad 

30. Chiffonade dressing 

31. Heney baked pear 

32. Honey baked pear 

33. Baked custard 

34. Russet pear 

35. Pineapple juice 

36. Bread 


December 19 


1. Tomato juice 

2. Tomato juice 

3. Oatmeal or corn fl|akes 
4. Poached egg 

5. Bacon 

6. Raisin toast 


. Consomme 

. Saltines 

. Fried chicken 

. Brolled chicken 

Baked potato 

Baked potato 

. Spinach timbale with 
mousselaine sauce 

. French spinach 

. Apricot au natural salad 
Cream mayonnaise 

. Checolate chip ice cream 
. Chocolate chip ice cream 
. Raspberry ice 

. Hal rapefruit 

. Grapefruit juice 


. Cream of pea soup 
23. Crisp crackers 


24. Fluffy cheese-rice omelet 


25. Fluffy cheese-rice omelet 

26. Cottage cheese on lettuce 

27. Noodles (omit on Soft 
Diet) 

28. Wax beans 

29. Sileed orange salad 

80. Paristan dressing 

31. Angel feed enke 


32. Canned peaches—angel} 

food cake 

33. Chocolate rennet-custard 
34. Grapes 
35. Cranberry juice 

36. Bread 


December 20 


. Grapefruit 

. Grapefruit juice 
Bran flakes or farina 
Soft cooked 
Bacon 

Biscuits 


. Mushroom bouillon 

| Whole wheat wafers 

Meat loaf with mushroom 
sauce : 

Meat pattie 

. Sealloped potatoes 

Parsley potatoes 

Buttered green pens 

(Green peas 

Pear and stuffed date sain 

Mayonnaise 

Apple cheese crisp 

Apple cheese crisp 

. Pineapple whip 

20. Minted fresh pineapple cup 

21. Limeade 


| 


- 


22. Mulligatawny soup 

23. Saltines 

24. Hot pork sandwich— 
spiced peach 

25. Minced turkey casserole 
with potato topping 

6. Hot sliced turkey 

7. Riced potatoes (omit on 
Soft Diet) : 

28. Stenmed diced squash 

29. Celery hearts and radishes 


31. Fresh pineapple cupenkes 
32. Pear in lime gelatin 

33. Lime gelatin cubes 

24. Fresh pear 

35. Mixed fruit juice 


December 21 : 


Blended citrus juice 

Blended citrus juice 

Brown granular wheat 
cereal or crisp rice cereal 

Scrambled 

Bacon 

Toast 


. Julienne vegetable soup 
Saltines 
Baked breaded veal cutlet 
Roast veal 
Potatoes with parsley 

cream sauce 
Baked potato 
Spiced beets 
Sliced beets 
Cabbage, apple and raisin 

snind 

Sour cream dressing 
Custard pie 

Peach. floating island 
Whipped lemon gelatin 
20. Unsweetened canned 

apricots 
21. Orange juice 


22. Cream of carrot soup 
23. Melba toast 
24. Meat balls with Spanish 


. rice 

25. Meat and rice balls, tomato 
puree sauce 

26. Cold roast lamb 

27. Baked sweet potato 

28. Fresh spinach 

29. Tangerine and grapefruit 
salad 

30. French dressing 


81. Date nut torte with 


whipped cream 

382. Applesauce 

33. Floating island 

24. Unsweetened Royal Anne 
cherries 

85. Mixed fruit juice 

36. Hot rolls 


December 22 

. Sliced oranges 

. Orange juice 

. Wheat finkes or oatmeal 
Soft cooked 

. Grilled ham 

Raisin bread toast 


Tomato bouillon 

. Saltines 

Sauteed liver and crisp 
bacon 

. Sauteed liver and crisp 

bacon 
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Now Packed for Quantity Brewing! 


GLASS-MAKER 
SIZE 


HOTe & RESTAURANT BAG 


160% Puert 


HOTEL & RESTAURANT PACK 


; 


4, 


of General Foods 


Note powder! Not a grind! But millions of 
tiny ““FLAVOR BUDS” of real coffee...ready to burst 


instantly into that famous Good-to-the-Last-Drop flavor! 


Only this entirely new kind of coffee gives you @ Uniform cup quality—ends “in-and-out” batches! 
all these advantages: e No more “staling” problems—saves storage space! 
@ 10% greater yield per pound-equivalent pack! @ No more coffee grounds— makes cleaning a cinch! 
e Cuts brewing time and labor costs 75%! @ No more urn bags, upper bow!s, rings or filters! 
@ Any worker, trained or not, can brew it perfectly! @ Can be brewed in small batches anywhere, anytime! 
See your Maxwell House Man today, or write: Maxwell House Div., H&R Dept., Hoboken, N. J. 
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ll. Keecalloped tatoes 

12. Boiled 

13. Asparagus tips 

14. Asparagus tips 

15. fruit salad 

16. Lemon mayonnaise 

17. Chocolate squares 
with mocha icing 

18. Chocolate cake squares 

19. Mocha sponge 

20. Grapefruit sections 

21. Grapefruit juice 

22, Oyster bisque 

23. Oyster crackers 

24. heef—goldenrod on 


at 
25. goldenrod on toast 
26. Cottage cheese on lettuce 
27. Stuffed baked potatoes 
28. Quartered carrots 
Cc elery sticks 


31. ‘anned boysenberries 

32. Canned fruit cup 

43. Baked custard 

$4. Unsweetened fruit cocktail 
35. Fruitade 


December 23 


1, Grapefruit juice 
2. Grapefruit juice 
4. Hominy or wheat and 
barley kernels 
4. Poached ege (omit on 
Normal Diet) 
5. Link sausages 
6. French tonst with syrup 
7, Consomme 
Crisp crackers 
%. Reonst leg of lamb 
10. Roast leg of lamb 
il. French fried potatoes 
12. Paprika potato balls 
+ Stewed tomatoes 
Mashed squash 
iB Tossed green salad 
16. Vinegar-oll dressing 
17. Chilled pear half with 
custard sauce 
18. Chilled pear half with 
custard sauce 
19. Cranberry sherbert 
(no cream) 
20. Delicious apple 
21. Orange juice 
22. Fresh vegetable soup 
23. Saltines 
24. Sweet potato and apple 
bacon 
25. Creamed chicken and 
noodles 
26. Baked veal chop 
27. Noodles 
25. Green pens 
29. Cabbage and green pepper 
aaind 
50, Sour cream dressing 
31. Raspberry 
wafers 
$2. Canned peaches 
33. Soft custard 
34. Unsweetened canned 
peaches 
35. Pear nectar 
36. Bread 


December 24 


|. Orange halves 

2. Orange juice 

+. Corn fakes or rolled wheat 
4. Serambled 

5. Bacon 

6. Toast 


7. Split pea soup 
Saltines 


9. Haddock fillets a la creole 

10. Baked haddock 

ll. Mashed potatoes 

12. Cubed potatoes 

13. Green Lima beans 

14. Chopped spinach 

15. Pineapple, date and candied 
orange peel salnd 

16. Mayonnaise dressing 

17. Banana gingerbread 


shortcake with whipped 
cream 
18. Grape sponge with 
ipped cream 
19. Grape sponge 
20. Unsweetened fruit compote 
21. Grapefruit juice 
22. Rhode Island clam chowder 
23. Oyster crackers 
24. Fruit salad—cream cheese 
sandwich on apricot 
bread 
25. Omelet—sliced beets 
26. Omelet—sliced beets 
27. Baked potato 


. Celery, olives and radishes 


Chocolate walnut ice hox 


dessert 
Banana and orange cup 


. Vanilla blane mange 
. Banana and orange cup 
. Pineapple juice 


25 


. Grapefruit sections with 


frosted grapes 


. Fresh orange juice 

. Oatmeal or puffed wheat 
. Poached ese 

. Bacon 

. Fruit stolen 


. Malled cider 


. Reast turkey, dressing, 


giblet gravy and cran- 
berry jelly star 


. Roast turkey 

. Snowflake potatoes 

. Bnowflake potatoes 

. Broceoli and steamed 


pearl onions 


. Mashed Hubbard squash 
. Christmas bell salad 

. Chiffonade dressing 

. Individual steamed plum 


pudding with egg nog 
sauce 


. Sponge cup cake with egg 


nog sauce 


. Lemon sponge 
. Persian or Christmas 


melon 
Consomme Madrilene 


. Cream of tomato soup 

. Metba toast 

. Seafood casserole au gratin 
. Bauteed tenderloin tips in 


casserole 


. Broiled small tenderloin 


steak 


. Parsley potato balls 
. Asparagus tips 


Tossed greens 


30, French dressing 

S31. Assorted ice cream molds 
with Christmas cookies 

32. Iee cream mold——sugar 
wafers 

33. Iee cream mold 

34. Fresh strawberries 

35. Blended cranberry and 
apple juice 

36. Butter flake rolls 

December 26 


. Blended citrus juice 

. Blended fruit juice 

. Shredded wheat or farina 
Serambled 


Link sausages 
Coffee cake 


Beet noodle soup 


. Saltines 


Baked Virginia ham 
Roast bee 

Mashed potatoes 
Riced potatoes 
Green peas 

jreen peas 

Waldorf salnd 


. Strawberry ice cream 


Raspberry ice 


. Raspberry ice 


canned 
cherrie 
arapetruit juice 


. Cream of tomato soup 
. Crisp crackers 


24. Assorted cold cuts— 


33. 


35, 
36, 


marinated cooked 
vegetable salnd 

Minced beef sandwich—- 
each half on tender 
ettuce 


. Assorted cold cuts 
. Baked potato 

Spinach 

Stuffed celery 


Cherry tart with whipped 


cream 


. Sliced banana in apricot 


nectar 
Baked custard 


. Fresh pineapple 


Mixed fruit juice 
Rye bread 


December 27 


we 


Orange juice 
Orange juice 


— 


3. Brown granular wheat 
cereal or corn flakes 

4. Poached 

5. Grilled ham 

6. Teast 


7. Beef bouillon 


Crisp erackers 

%. Veal birds with mushroom 
sauce 

Baked veal steak 

Parsley buttered potatoes 

Boiled potatoes 

Glazed carrots 

Sliced carrots 

Sliced tomato salad 

Mayonnaise dressing 

Chocolate cream pie 

Chocolate puddin 

Strawberry gelatin 

Unsweetened canned fruit 
cocktail 

Blended citrus juice 


22. Chicken giblet soup with 
ce 

23. Saltines 

24. Corned beef hash 

25. Welsh rarebit on toast-— 
bacon atop 

26. Beef pattie 

27. Baked potato 

28. Julienne beets 

29. Grapefruit and red apple 
salad 

30. French dressing 

31. Prune whip 

32. Prune whip 

33. Raspberry rennet-custard 

24. Unsweetened canned plums 

35. Pineapple juice 


DAIS 


36. Bread 

December 28 

1. Blended citrus juice 

2, Blended citrus juice 

3. Wheat flakes or oatmeal 
4. Soft cooked ege 

5. Bacon 

6. Corn muffins 


7. Temato bouillon 

8. Melba tonst 

%. Braised liver 

0. Broiled liver 

1. Paprika potatoes 

2. Steamed potatoes 

3. Fried eggplant 

14. Spinach with lemon 

15. Head lettuce salad 

16. Savory dressing 

17. Applesauce cake with 
lemon icing 

18. Pineapple whip with 
custard sauce 

19. Pineapple whip 

20. Unsweetened canned 
peaches 

21. Orange juice 


22. Lentil soup 

23. Crisp crackers 

24. Turkey-macaroni 
casserole 

25. Turkey-macaroni 
casserole 

26. Hot sliced turkey— 
whipped potatoes 


28. Diced yellow squash 

29. Cabbage, carrot and green 
pepper salad 

30. Tarragon dressing 

31. Fresh fruit cup—corn fil|”ke 
macaroons 

32. Baked apple tapioca 

33. Soft custard 

34. Unsweetened canned pears 

35. Cherry nectar 

36. Hard rolls 


December 29 


. Grapefruit half 

. Grapefruit juice 

. Rolled wheat or crisp rice 
cereal 

Scrambled exe 

. Grilled Canadian bacon 

Toast 


. Alphabet soup 
. Saltines 
. Reast sirloin of beef 
. Roast sirloin of beef 
. Toasted baked potatoes 
. Whipped potatoes 
. Stewed Tomatoes 
. Sliced beets 
. Tossed salad 
. French dressing 
. Caramel nut sundae 
. Caramel sundae 
Lemon ice 
. Sliced orange 


> w do 


21. Blended citrus juice 


22. Cream of spinach soup 


23. Croutons 

24. Sealloped ham and ege* 
25. Scalloped egg in casserole 
26. Cold roast veal 

27. Baked potato 

28. Green peas 

29. Tomato section salad 

30. Herb French dressing 
31. Home style peaches 

32. Home style peaches 

33. Chocolate rennet-custard 
34. Fresh pineapple cup 

35. Peach and pineapple nectar 
36. Orange raisin rolls 


December 30 


. Tomato juice 

. Tomato juice 

Bran flakes or farina 
Soft cooked egg 
Bacon 

Cinnamon buns 


Cream of asparagus soup 

Toast sticks 

Roast loin of pork 

Roast lamb 

Candied sweet potatoes 

Parsley potatoes 

Caulifiower 

Sliced carrots 

Bermuda salnd 

French dressing 

. Strawberry gelatin with 

whipped cream 

. Strawberry gelatin with 
whipped cream 

19. Strawberry whip 

20. Grapefruit and strawberry 


cup - 
21. Grapefruit juice 


22. Vegetable soup 
23. Crisp crackers 
24. Braised heef cubes with 


noodles 

25. Braised hoot cubes with 
noodles 

26. Baked beef patties 

27. Noodles 


28. Green beans 

29. Red and green cabbage 
salad 

30. Sour cream dressing 

31. Marble ceake 

32. Royal Anne cherries 

33. Soft custard 

34. Unsweetened Royal Anne 
cherries 

35. Grapeade 

36. French bread 


December 31 


. Sileed oranges 

. Grapefruit juice 

. Hominy or shredded wheat 
. Poached egg 

Bacon 

. Toast 


Tomate okra soup 

. Crisp crackers 

Salmon loaf with parsley 

cream sauce 

. Baked salmon steak 

. Paprika potatoes 

. Paprika potatoes 

. Spinach with lemon wedge 

4. Spinach with lemon wedge 

. Stuffed prune salad 

. Maraschino French 
dressing 

. Devil's food pudding with 
ice cream sauce 

. Devil’s food pudding with 
ice cream sauce 

19. Grape juice gelatin 


co 


20. Unsweetened canned fruit 
compote 
21. Apricot nectar 


22. Oyster stew 

23. Oyster crackers 

24. Sardines on crackers, 
potato salad, tomato 
aspic on lettuce 

25. Creamed tuna fish on toast 
points 

26. Stuffed tomato salad with 
low fat tuna 

27. Baked potato (omit on 
Soft Diet) 

28. Asparagus tips 


31. Baked apple and bell sugar 
cookie 

32. Applesauce 

33. Baked custard 

34. Fresh fruit cup 

$5. Pineapple juice 

36. Cloverleaf rolls - 
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~PREMIUM SALTINE CRACKERS’ 
baked by NABISCO 


with 


ONLY PER SERVING 


you 
“NABISCO INDIVIDUALS 


1 Cut handling costs = 4 Lowcost per serving 
2 Have less breakage 5 Top-quality crackers 
3 Crackers always fresh 6 Close portion control 


National Biscuit Co., Dept. 26, 449 W. 14th St.,.New York 14, N. Y. 
Kindly send free samples and new booklet “‘America’s Home Favorites.” 


Name 
Org j tion 


Address 
City Zone State 
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*Snowflake Saltine Crackers 
in the Pacific States 


other famous 
“NABISCO INDIVIDUALS” 


DANDY OYSTER 


si 
~ 
FOUNTAIN TREATS 
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j 
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~ 
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This 
MAN 


WORK 
for 


Here’s a top-notch sanitation specialist you can 
hire free! He knows the sanitation problems of 
your dietary, housekeeping, surgery, and other 
departments. He knows how to set up an opera- 
tion that will keep your kitchens spotlessly-clean. 
He can set up a system to keep floors, walls, 
wood-work and sanitary facilities immaculate at 
low cost. 


Recognize him now? 
Of course! He’s your Diversey D-Man. His job 


is to keep your sanitation operations at peak 


efficiency. His knowledge and experience plus 


the full facilities of the renowned Diversey Re- 
search Laboratories are at your personal service. 
Yes, now hospitals can take advantage of his ex- 
pert advice at no charge. He’ll be glad to suggest 
possible improvements in operation. Why not 
call him today? If you don’t have his name, 
write to 


DIVERSEY CORPORATION 


wer" oN 1820 Roscoe Street, Chicago 13, Illinois 


in Canada: 


The Diversey (Canada) Ltd.; 


a Lakeshore Road, Port Credit, Ontario 


wants fo 


HOW MANY 


HOURS DO YOU WANT TO SAVE? 


Seven out of ten enemas can be replaced with 
PHARMALAX SUPPOSITORIES, and each one saves 


one-half hour of nursing time. 


PHARMALAX SUPPOSITORIES contain sodium bi- 
carbonate and potassium bitartrate which combine, after 
insertion, to produce sufficient carbon dioxide to cause 


defecation in about 30 minutes. 


NONIRRITATING ... NOT HABIT FORMING... 


CAUSE LESS DISCOMFORT. 


Particularly suitable for postpartum use as well as before and 


after anal surgery. 


Suppositories 


PHARMACIA LABORATORIES, INC. 


Executive Offices: 270 Park Avenue, New York 17, New York 
Sales Offices: 300 First Street, N. E., Rochester, Minnesota 
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HOSPITAL ACE’ 


the famous B-D “balanced 


weave” in a heavy-duty bandage 


§ 
q 
q 
4 


HOSPITAL ACE fulfills institutional require- 
ments for a sturdy, more durable rubber- 
elastic bandage. It stands up under hard 
usage without “bunching” of filler mate- 
rial,..can be laundered repeatedly. 


HOSPITAL ACE assures 


quality — Balanced weave of rubber and cotton pro- 
vides optimal stretch and body for even support 
throughout the affected area. : 


economy - Longer bandage life means greater sav- | 
ings. Priced to fit hospital budgets with additional # 
savings through quantity purchases. 


Special Package for Hospitals: Boxed one dozen 
bandages of a size (6” widths in boxes of 2 dozen). 


HOSPITAL PRICES per vozen Ss 
1 DOZ. | 6DOZ. | 12 DOZ.|10 GROSS 
| 2” .....|$ 6.45 | $ 6.13 | $ 5.81|$ 5.38 
| 2%" ....| 7.63 | 7.25| 687| 6.36 
4” .....| 19.99 | 3087; 
6” .....| 1569 | 14.91| 14.12| 13.08 


Two dozen clips included in each box 


BECTON, DICKINSON AND COMPANY 
| RUTHERFORD, N. J. 


B-D AND ACE, T.M. REG. U.S. PAT. OFF. 
PRINTED IN U.S.A. 
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PLUNGER FITS EVERY BARREL 


Extensive hospital trials show that syringe costs can be lowered mate- 
rially with new B-D MULTIFIT. The B-D MULTIFIT Syringe offers a unique 


combination of economies: 


| 1 Saves Time: ease and speed of assembly cuts 
handling time—every plunger fits every barrel 


2 Saves Money: in case of breakage, you lose only 
the broken part—the unbroken part remains in use 


3 Saves Material: the clear glass barrel virtually 
eliminates friction, erosion and breakage. 


Sizes now available: 2 cc., 5 cc., and 10 cc. —LUER-LOK® or Metal Luer tip. 


BECTON, DICKINSON AND COMPANY « RUTHERFORD, N. J. 


8-D AND MULTIFIT, ¥.M. REG. U.S. PAT. OFF. 


@ Max ABELMAN, public relations 
director of the Jewish Hospital of 
Brooklyn, recently was honored by 
the medical board of the hospital 
at a dinner “in recognition of his 
50 years of humanitarian com- 
munity service.’ 


@ RICHARD B. ANDERSON has been 
named assistant director of Meth- 
odist Episcopal Hospital, Phila- 
delphia. 

A graduate of the Medical Col- 
lege of Virginia program in hospital 
administration, he served his ad- 
ministrative residency at the 
Norfolk (Va.) General Hospital 
and the Lynchburg (Va.) General 
Hospital. 


e ALvIN J. BINKERT, assistant 
vice-president in charge of ad- 


ministration at the Presbyterian 


Hospital in the 
City of New 
York, has been 
named vice- 
president and 
general manag- 
er of the hospi- 
tal. He succeeds 
the late JOHN S. 
PARKE. 

Mr. Binkert | 
joined the hos- 
pital staff as 
comptroller in May 1941 and was 
named assistant vice president in 
July 1948. 

Currently he is serving as a lec- 
turer in hospital administration on 
the teaching staff of the College of 
Physicians and Surgeons, Columbia 
University. He is a member of the 
American College of Hospital Ad- 
ministrators and the Greater New 
York Hospital Association. 


@ ALBERT. L. BOULENGER, former 
administrative resident and as- 
sistant administrator of Jefferson- 


Hillman Hospital, Birmingham, 
Ala., has been named superintend- 


ent of Good Samaritan Hospital, 
Vincennes, Ind. He succeeds DEE 


ELSOME, R.N., who recently re- 


signed. 

Mr. Boulenger received his 
master’s degree in hospital admin- 
istration from Washington Univer- 
sity, St. Louis. 
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@ NORMAN A. Brapy, former direc- 
tor of the methods improve- 
ment program 
at St. Luke’s 
Hospital, Chi- 
cago, is the new 
assistant direc- 
tor of Presby- 
terian Hospital, 
Chicago. 

He formerly 
served as super- 
intendent of the 
Sunnybrook 
Veterans Hospi- 
tal, Toronto, (Ont.) and as man- 
ager and assistant manager of the 
Queen Mary Veterans Hospital, 
Montreal, (Que.). 

A nominee in the American Col- 
lege of Hospital Administrators, 
Mr.. Brady is a member of the 
American Hospital Association. 


MR. BRADY 


LERoy C. BROWN, superintend- 
ent of the Stamford (Conn.) Hos- 
pital since 1945, resigned his posi- 
tion last month. 

He joined the hospital in 1941 
as assistant administrator. From 


‘1937 to 1941, he was director of the 


claims department for Associated 
Hospital Service of New York and 
later served as special representa- 


tive for the plan. 


Mr. Brown holds membership 
in the American College of Hos- 
pital Administrators and in the 
American and Connecticut Hospi- 
tal Associations. 


e@ F. WILLIAM BurRG JR., assistant 
administrator of the Chester (Pa.) 
Hospital, has accepted the position 
as administrator of Jeanes Hospi- 
tal, Philadelphia. He succeeds DR. 
ELIZABETH ForRD LOVE, who re- 
cently retired. 


E. Cappy, administrator of 
Westmoreland Hospital, Greens- 
burg, Pa., recently was elected to 
the board of directors of the Hos- 
pital Service Association of Pitts- 
burgh. 


@ CARL F. CLINE has resigned as 
administrator of the Wetzel County 
Hospital, New Martinsville, W. Va. 
No successor has been named. 


@ Homer D. CoccIns, former ad- 
ministrative resident at Wesley 
Hospital, Oklahoma City, has been 
appointed assistant administrator 
of the hospital. 


A member of the American Hos- 
pital Association, Mr. Coggins re- 
ceived a certificate in hospital 
management last June from Okla- 
homa Baptist University. 

He was succeeded as adminis- 
trative resident by ALBERT M. Don- 
NELL. A graduate of Northwestern 
University’s course in hospital ad- 


ministration, he formerly served as 


administrative assistant at Weiss 
Memorial Hospital, Chicago. He is 
a member of the American Hospi- 
tal Association. 


@ JOHN P. DELANEY, resident re- 
search assistant at the Institute of 
Administrative Medicine, School of 
Public Health, Columbia Univer- 
sity, has announced his resignation 
to devote his entire time to hospi- 
tal consultant work with Dr. AN- 
THONY J. J. ROURKE of New Ro- 
chelle, N. Y. 


A graduate of the State Uni- 
versity of Iowa program in hospi- 
tal administration, Mr. Delaney 
served his administrative residency 
at Harper Hospital, Detroit. He is 
a member of the American Hospi- 
tal Association and the American 
Public Health Association. 


@ Dr. JAMES P. Drxon, former 
assistant director of the Clinical 
Center, National Institutes of 
Health, Bethesda, Md., is now 
Commissioner of Health for the 
City of Philadelphia. 

Dr. Dixon formerly served as 
medical director of the Denver 
(Colo.) General Hospital. 

Dr. Dixon holds membership in 
the American College of Hospital 
Administrators and in the Ameri- 
can Hospital Association. 


@ JACK DUMAS, a member of the 
1955 class in hospital administra- 
tion at the University of Minne- 
sota, has been appointed adminis- 
trative resident at Abbott Hospital, 
Minneapolis. Mr. Dumas is a mem- 
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ber of the American Hospital As- 
sociation. 


@ Herina I. Exiinp, R.N., super- 
intendent of Swedish Hospital, 
Seattle, has retired from her posi- 
tion after 30 years of service. 
Secretary for Washington Hospi- 
tal Service, Seattle, Miss Eklind 
holds membership in the American 
Hospital Association, the American 


Protestant Hospital Association 
and the Association of Western 
Hospitals. 


She is also a member of the 
American Nurses Association, the 
National League for Nursing and 
the Health and Welfare League of 
Seattle. 


@ The Felician Sisters are now ad- 
ministering St. Joseph’s Hospital, 
Philadelphia. Sister Mary FIDEL- 
ISE replaces SISTER MARIA DoL- 
ORATA as administrator. 


@ JOHN W. GREEN, formerly asso- 
ciated with Chicago Memorial Hos- 
pital, is the new administrator of 
the Guernsey Memorial Hospital, 
Cambridge, Ohio. 

A graduate of the University of 
Chicago’s course in hospital ad- 
ministration, he served his ad- 


ministrative residency at the Indi- , 


ana University Medical Center, 
Indianapolis. He is a member of 
the American Hospital Association. 


@ ARTHUR H. Hewic, former hos- 
pital budget analyst for the North 
Carolina State Budget Bureau, 
Raleigh, is the 
new adminis- 
trator of the 
265-bed Sarnia 
(Ont.), General 
Hospital, 

Prior to his 
North Carolina 
post, Mr. Hewig 
served as assist- 
ant administra- 
tor and person- 
nel director of 
Norton Memorial Infirmary, Louis- 
ville, Ky. A nominee in the Amer- 
ican College of Hospital Adminis- 
trators, he also has held the assist- 
ant comptroller’s post at the W. K. 
Kellogg Foundation, Battle Creek, 
Mich, 


MR. HEWIG 


e P.R. HaGAn, former purchasing 
agent and part-time controller of 
the Decatur (Ill.) and Macon 
County Hospital, has been ap- 
pointed fulltime controller of the 


hospital. E. Lez WILLouGnsy, for-_ 


mer purchasing agent at the Wood 
River (Ill.) Township Hospital, is 


the new purchasing agent at the 
Decatur hospital. 

Mr. Hagan is a member of the 
American Hespital Association. 


@ JOHN B. JOSEPH, former assist- 
ant administrator and administra- 
tive resident at the Memorial Hos- 
pital, Worcester, Mass., has been 
appointed assistant administrator 


‘of the American University Hos- 


pital, Beirut, and assistant profes- 
sor of hospital administration at 
the American University of Beirut 
Medical School. 

A graduate of Yale University’s 
course in hospital administration, 
he is a member of the American 
Hospital Association. 


@ ROBERT D. KROESSIN has re- 
signed as administrator of Pioneer 
Memorial Hospital, Prineville, Ore. 
Mrs, THELMA ELLIOTT is acting ad- 
ministrator. 


@ I. Ropert LISBONY, administra- 


tor of North Houston (Texas) Hos- 
pital, recently resigned his posi- 
tion to become administrator of 
Grandview Hospital, Edinburg, 
Texas. 

A consultant here and abroad, 
Mr. Lisbony is a former instructor 
in hospital administration at Texas 
A & M College. He recently com- 
pleted plans for a new 40-bed hos- 
pital in Houston, Texas. 


@ EUGENE J. MAKRAyY is the new 
controller at Caledonia Hospital, 
Brooklyn, N. Y. 


@ JuDSON F. MARSTERS, former 


hospital consultant and adminis- 


trator at Brooks County. Hospital, 
Falfurrias, Tex- 
as, has assumed 
duties as ad- 
ministrator of 
Southern Pacif- 
ic Hospital, 
Houston, Texas. 
A nominee in 
the American 
College of Hos- 
pital Adminis- » « 
trators, Mr. 
Marsters is a MR. MARSTERS 
graduate of Northwestern Uni- 
versity’s. course in hospital ad- 


ministration. He holds membership 


in the American and Texas Hos- 
pital Associations. 


e SISTER HELEN (McManon), R. 
N., former administrator of St. 
Joseph’s Hospital, Alton, IIl., has 


been appointed administrator of 
O’Connor Sanitarium and Hospital, 
San Jose, Calif. : 

Sister Helen formerly served as 
assistant administrator and admin- 
istrator of St. Vincent’s Hospital, 
Los Angeles. A fellow in the 
American College of Hospital Ad- 
ministrators, she holds member- 
ship in the American Hospital As- 
sociation. 


@ CARL S. NAppPs, administrator of 
Trigg County Hospital, Cadiz, Ky., 
recently resigned his position to | 
enter the School of Hospital Ad- 
ministration at the Medical Col- 
lege of Virginia, Richmond. 

PauL E. Moore, former chief 
technician at the Clarksville 
(Tenn.) Memorial Hospital, is the 
new administrator of the hospital. 


@ RoBERT E. NICHOLSON, managing 
director of Frankford Hospital, 
Philadelphia, since 1948, recently 
resigned his position to move to 
Florida. JOHN. WALTER BIsHoP is 
the new managing director of the 
hospital. 


@ RicHarD B. OGREAN and GE- 
RARD A. OUELLETTE, former ad- 
ministrative assistants at the 
Grace-New Haven (Conn.) Com- 
munity Hospital, have been ap- 
pointed assistant directors of the 
hospital. Members of the Ameri- 
can Hospital Association, Mr. Og- 
rean and Mr. Ouellette are gradu- 
ates of the Yale University course 
in hospital administration. 

EDWARD J. HAMMERBACHER, for- 
mer assistant controller at The 
Johns Hopkins Hospital, Baltimore, 
has been named controller at the 
New Haven hospital. 


@ Dr. RUSSELL H. OPPENHEIMER, 
who for the past 33 years has been 
associated with the Emory Uni- 
versity School of Medicine, At- 
lanta, has retired as professor of 
medicine and director of post- 
graduate education at the univer- 
sity. The noted physician ‘served 
as superintendent of the university 
hospital from 1924-37 and as dean 
of the medical school from 1925- 
45. He developed Emory’s post- 
graduate medical education pro- 
gram and has worked until the 
present in building and directing 
the program. 

A fellow in the American Col- 
lege of Hospital Administrators, 
Dr. Oppenheimer is a member of 
the American and Georgia Hospi- 
tal Associations. He is also a mem- 
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ber of the American Medical 
Association. 


@ Dr. FERDINAND PIAzzaA, former 
medical superintendent of Metro- 
politan Hospital, Welfare Island, 
N. Y., has been appointed general 
medical superintendent of the De- 
partment of Hospitals of the City 
of New York. 

Associated with the Department 
of Hospitals for more than 19 
years, Dr. Piazza has served as 
medical superintendent of Syden- 
ham Hospital, deputy medical sup- 
erintendent of Fordham Hospital 


and acting deputy medical super- 
intendent of Harlem Hospital. 

He is a fellow in the American 
College of Hospital Administrators 
and a member of the American 
Hospital Association. 


@ Seconp LT. Davin E. has 
been assigned to Brooke Army 
Hospital, Fort Sam Houston, Texas, 
as an administrative assistant with 
the Department of Surgery. 

A 1953 graduate of the State 
University of Iowa, he also did 
graduate work in hospital admin- 
istration at Ames. He is a member 
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of the American Hospital Asso- 
ciation. 


@ ARTHUR J. SWANSON, general 


superintendent of the Toronto 
(Ont.) Western Hospital since 
1930, last month received the 
Canadian Hospital Association’s 
highest honor, the George Findlay 
Stephens Memorial Award, for 
noteworthy service in the field of 
hospital administration. 

He joined the staff of the To- 
ronto Western Hospital in 1925 as 
purchasing agent, three years later — 
was appointed assistant superin- 
tendent, and in 1930 was named 
general superintendent. 

A past president and current 
member of the board of directors 
of the Canadian Hospital Associa- 
tion, Mr. Swanson has served as 
member of the AHA Board of 
Trustees and House of Delegates 
and as a first vice-president of the 
Association in 1944. 

A charter fellow of the Ameri- 
can College of Hospital Adminis- 
trators, he is a current regent of 
the college. 


@ SISTER M. THOMASINE, O.S.F., 
R.N., administrator of St. Gabriel’s 
Hospital, Little Falls, Minn., for 
the past six years, has been chosen 
superior general of the Franciscan 
Sisters of the Immaculate Concep- 
tion. 

Former president of the Minne- 
sota Hospital Association, Rever- 
end Mother Thomasine is current- 
ly serving as presiding officer of 
the Minnesota Conference of Cath- 
olic Hospitals. She is a member of 
the Catholic Hospital Association’s 
Council on Public Relations and a 
frequent participant on CHA pro- 
grams. 


@ WALTER H. UHLIG succeeds Mrs. 
CALISTA BURNS FULKERSON as ad- 
ministrator of Philadelphia’s All 
Saints’ Hospital. Mrs. Fulkerson, 
who came to the hospital in 1950, 
formerly served as assistant sup- 
erintendent of the Butler (Pa.) 
County Memorial Hospital. 


@ Dr. Eva S. VANDOw, former 
medical superintendent of Willard 
Parker Hospital, New York City, 
is the new medical superintendent 
of the Francis Delafield Hospital, 
New York City. Dr. MARIANNE S. 
HAHN, former deputy medical sup- 
erintendent of the New York City 
Hospital, Welfare Island, N.Y., 
succeeds Dr. Vandow at Willard 
Parker Hospital. 

Dr. Vandow holds membership 
in the American College of Hospi- 
tal Administrators ‘and in the 
American Hospital Association. 
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one of the 44 uses for short-acting 


In a matter of moments, her nerves will be calmed. 4 a 
Her anxiety will be alleviated. And her tensions will ; 4 
slide into somnolence. 
Short-acting NemBuTAL (Pentobarbital, Abbott) 
can produce any desired degree of cerebral depres- > 
sion—from mild sedation to deep hypnosis. : y 
The dosage required is small—only about one- q 
half that of many other barbiturates. i 
Hence, there’s less drug to be inactivated, shorter : 
duration of effect, wide margin of safety and little i 7 
tendency toward morning-after hangover. | : 
In equal oral doses, no other barbiturate com- : , 
bines quicker, briefer, more profound effect. : 
Good reasons why the number of prescriptions for . 


short-acting NEMBUTAL continues to grow—after 24 
. years’ use in more than Abbott 
44 clinical conditions. 


For mild sedation try the 50-mg. (%-gr.) 3 q | 
NEMBUTAL Sodium capsule. | | 
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STABLISHMENT of a mainte- 
EK nance program for the laun- 
dry is the job of the chief engineer 
in cooperation with the laundry 
manager. A good maintenance pro- 
gram pays off in maximum produc- 
tion with minimum breakdowns, 
resulting in efficient and economi- 
cal operation. 

There are two basic steps to be 
taken before a maintenance pro- 
gram can be set up. The first step 
is to list all equipment in the laun- 
dry, including a history of each 
machine, for example, the company 
from whom the equipment was 
purchased and where service in- 
formation can be obtained and 
parts can be purchased. This in- 
formation should be put on cards 
or record forms and be kept in a 
handy file. 

The second step is to establish 
a file of manuals on service, main- 
tenance and parts for each piece 
of equipment. This file should be 
kept by the chief engineer. The 
laundry manager, however, also 


should keep a file so that he can - 


become familiar with the operation 
of the equipment under his super- 
vision. The primary reason for this 


_ js that the laundry manager should 


have an understanding of the op- 
eration of the equipment so that he 
can pass this knowledge on to his 
personnel, This can be of tremen- 
dous help in keeping breakdowns 
to a minimum and in preventing 
undue deterioration of machinery. 
The chief engineer should help the 
laundry manager train his per- 
sonnel if necessary and the laundry 
manager should not hesitate to ac- 
cept or request this source of as- 
sistance if he feels it will help 
impress upon the employee the 
importance of careful, correct 


operation. 


There are several things that 
must be done by the chief engineer 
in cooperation with the laundry 
manager in setting up a preventive 
and emergency maintenance pro- 


Mr. Mamer is director of buildings at 
538-bed St. Luke's Hospital, New York 
City. This article is adapted from a speech 

ven at the American Hospital Associa- 

on's Institute on Hospital Laundry Man- 
counane held in New York City late last 
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gram so that it works to the best 
advantage of both departments. 

The chief engineer must make a 
survey to determine how much 
time will be taken for a routine 
inspection program. Of course, this 
will depend upon the size of the 
laundry. These inspections can best 
be set up as a part of the lubrica- 
tion program, which calls for daily, 
weekly and monthly checks on the 
oiling and greasing of various 
pieces of equipment. With this in- 
formation, he can determine 
whether one fulltime man is neces- 
sary or whether the work can be 
divided between day and night en- 
gineering department personnel as 
a part of their over-all job. 

The laundry manager must in- 
form the chief engineer of .the 
operating schedule of each piece of 
equipment so that the inspection 
program can be set up with the 
least interference with the produc- 
tion schedule. Cooperation of both 
department heads is essential. 

The next important thing to be 
worked out is the scheduling of 
equipment for periodic shutdowns 
so that a thorough check can be 
made of all working parts. The 
laundry manager and the chief en- 
gineer must determine the shut- 
down time for each machine so 
that it will least affect production 
schedules. 

The chief engineer must instruct 
the maintenance man making his 
routine or periodic inspections to 
report any abnormal conditions 
such as inoperative safety devices, 
worn belts or bearings, loose pul- 
leys, overheating motors, unusual 
vibrations and noises or leaking 
air or steam piping—anything that 
wasn’t noticed previously. 

The chief engineer should follow 
through on these reports to deter- 
mine if any emergency shutdown 
is necessary or if the repair can 
wait until the next scheduled shut- 
down. Frequently, an emergency 
shutdown of five minutes can save 
many hours of lost production time 
caused by an unnecessary break- 
down. Here is where the laundry 
manager plays an important part if 
he has a sound working knowledge 


THE 
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MAINTENANCE 
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of the operation of his equipment. 

In the average hospital laundry, 
it is not possible for the chief engi- 
neer to have a maintenance man 
standing by for an emergency. He 
must rely on routine inspections 
and periodic shutdowns of equip- 
ment to locate potential trouble 
and to make fepairs before a 
breakdown occurs. We all know, 
however, that even with a good 
preventive maintenance program, 
breakdowns do occur when least 
expected. 

If the laundry manager is fa- 
miliar with the operation of his 
equipment and has properly in- 
structed his personnel, both he and 
his staff will know immediately 
when a piece of machinery is not 
functioning correctly. The condi- 
tion should be reported immedi- 
ately and, if necessary, the ma- 
chine should be stopped. In calling 
the chief engineer to report an 
emergency, it is good procedure to 
identify which piece of equipment 
is involved and to give some idea 
of what is wrong or what hap- 
pened. The maintenance mechanic 
then knows what to look for and 
he can bring along the proper tools 
to make the repairs. 

In the event of an emergency, 
the chief engineer should be able 


to take a maintenance man off a 


less urgent job so that the dam- 
aged piece of laundry machinery | 
can get back into production 
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quickly. To conserve time and ef- 
fort, however, the laundry man- 
ager should be able to determine 
if the machine needs immediate 
repair. Misunderstandings can 
arise if all breakdowns are re- 
ported as emergencies; the engineer 


is aware of the fact that occasion- 


ally this method is the only way 


that repairs will be made. A good — 


program plus cooperation should 
eliminate such a situation, 

A very important part of any 
successful program involves the 
keeping of records on each piece of 
equipment. The chief engineer 
should maintain up-to-date records 
on the lubrication schedule, re- 


_ placement parts and the frequency 


of breakdowns. The laundry man- 
ager also should keep a record of 
breakdowns and time loss as it 
helps determine whether the 
equipment is doing an efficient job 
and if it is being properly main- 
tained. repaired. Another 
factor is that records indicate 
whether the equipment should be 
replaced. With this information, it 
should be possible to present a re- 
port to the administrator that will 
justify replacement of worn-out 
and inefficient machinery. 
Another aspect of a maintenance 


program is the stocking of repair 


parts most commonly being re- 
placed. Working from records on 
repairs made for each piece of 
equipment, the chief engineer can 
develop a list of these essential 
parts. The manufacturer’s repre- 


sentative will be helpful in sug- - 


gesting parts that he knows will 
be required. It is rather costly to 
stock every part necessary to make 
repairs and it requires a sizable 
stockroom, which is usually not 
available. Those parts needing re- 
placement only every few years 
can be purchased as the need is 
indicated. This is the prime pur- 
pose of such an inspection routine 
and it keeps major breakdowns to 
a minimum. 

Those parts that are critical to 
the operation of the equipment 
should be stocked, such as needle 
valves and parts for air control 
valves on presses, electrical con- 
tacts and switches for. washers, 
tumblers, ‘ironers, the electrical 
timer motors, overload relay ele- 
ments, diaphragms for reducing 
valves and many others that could 
cause hours and perhaps days of 
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lost production time if not on hand. 

One of the problems in setting 
up a maintenance program for 
laundry equipment is the decision 
as to who is responsible, the laun- 
dry manager or the chief engineer. 
There are cases where the laundry 
manager assumes responsibility for 
lubrication and minor repairs and 
the chief engineer is responsible 
for periodic inspections and major 
repairs. In other instances, the 
laundry manager takes care of 
lubrication only and the chief engi- 
neer is responsible for all other 
maintenance. 

I do not believe that this should 
be the case, as divided responsi- 
bility usually leads to serious diffi- 
culties, which can affect the over- 
all operation of the laundry. The 
laundry manager is hired pri- 
marily to operate the laundry as 
an efficient and economical pro- 
duction department. His responsi- 
bility is to get the linen “in and 
out”? with a minimum of time and 
labor and without the additional 
worry of maintenance. In order to 


_ do a good job he must not only un- 


derstand, he must know how to 
operate all his equipment. He must 
instruct his persénnel to handle 
machinery properly and to report 
breakdowns or poor operation. Be- 
yond this, the laundry manager 
should depend upon the chief engi- 
neer to assume the responsibility 


of maintenance and repair of all 


equipment. Therefore, it should 
and must be the chief engineer’s 
responsibility to set up an emer- 
gency and preventive maintenance 
program and to see that it is car- 
ried out. Mutual cooperation be- 
tween the laundry manager and 
chief engineer is essential in setting 
up a maintenance program; the 
end result is efficient and economi- 
cal operation of the laundry. 


Notes and Comment 


DURING THE Institute on Hos- 


pital Laundry Management held 
in New York in December 1953, 
Mr. Charles C. Rahm, laundry 
manager of the Memorial Hos- 
pital, Incorporated, Johnson City, 
Tenn., told of his success in the 
area of linen conservation. The 
following is an excerpt from a 
letter received from Mr. Rahm 


describing the techniques he uses: 

“The operating room and nurs- 
ery linen come to the laundry 
separately and are returned di- 
rectly to those departments. The ~ 
regular floor linen, however, is 
separated into several classes for 
washing purposes. 

“The washing processes are as 
follows: Towels of all kinds re- 
ceive a fast, light operation of one 
flush, one hot suds at 160°, one 
sodium phosphate suds at 150° 
with one quart of bleach per hun- 
dred pounds of linen, four rinses 
(two hot, one split, one cold) with 
sour in the fourth rinse, using a 
fluorescent dye sour. No bluing is 
used in the operation. | 

“The bed linen is separated into 
two classes, dirty and clean. The 
dirty linen is, of course, heavily 
soiled. This linen receives a longer 
operation of two high-level flushes 
at 100° and 120°, one 5%-inch 
alkali break at 160°, two 5%-inch 
suds at 160°, one sodium phos- 
phate suds at 150° with bleach, 
four rinses (two hot, one split, one 
cold) with a fluorescent dye sour 
in the fourth rinse. No bluing is 
used. 

“The clean linen receives one 
fast, light running suds at 160°, 
one sodium phosphate suds at 150° 
with bleach, four rinses (two hot, 
one split, one cold with fluorescent 
dye sour). No bluing is used. 

“We have found, after using 
these formulas for the past three 
years, that linens placed in service 
three years ago are still in good 
condition. 

“As for vari-colored monument 
spreads, we use a formula of one 
fairly heavy six-inch suds at 100° 
110° for six minutes, 
one ium phosphate suds at 
100° and not over 105° for five 
minutes, four rinses at 100° down 
to 80° with three ounces of fluo- 
rescent dye sour to 60 pounds of 
spreads in the last rinse. We drop 
the last rinse and add eight quarts 
of starch in two inches of water 
level, run for 10 minutes, extract 
and flat iron. The starch formula 
is made up in this manner—boil 
6% pounds starch in a 20-gallon 
cooker. 

“It might be interesting to note 
that we placed 20 dozen of these 
spreads into use on February 15, 
1950, and so far have discarded 
only 100 spreads.” 
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Formation and selection of the hospital governing board 


Comparatively little has been 
written about how governing 
boards are formed and how their 
members are selected. For that 
reason, any book that sheds new 
light on this subject is a welcome 
addition to the literature. 

In Building the Board*, the au- 
thor, who is dean of the School of 
Social Work at the University of 
Connecticut, concentrates largely 
on the workings 
of community 
social and wel- 
fare agencies. 
His book is built 
around a ques- 
tionnaire an- 
swered by exec- 
utives of 45 such 
agencies. 

Since none of these agencies 
were hospitals, the results are not 


MR. TRECKER 


‘all that one in this field might wish. 


And yet they do perform a real 
service to hospitals by emphasiz- 


“ing the importance of proper se- 


lection and orientation of trustees. 
Mr. Trecker describes the various 
ways in which community agencies 
select their trustees, and some of 
these suggestions can apply to non- 
profit hospitals. So can some of his 
general statements on board mem- 
bership. 

Tenure is an example. Here the 
author makes a forceful case, show- 
ing why it may be better to have 
a 30-year span shared by six indi- 
viduals than to have one person, 
no matter how valuable, serving 
the entire three decades. Rotation 
in office and limited tenure of 
board service now are almost uni- 
versal. No longer is the self-per- 
petuating board looked upon with 
favor. On every hand, conscious 


_efforts are being made to get new 


blood on boards and committees. 
Building the Board is not a man- 


*BurLpInc THE Boarp. Harleigh B. 


Trecker. New York, National Pub- 
licity Council for Health and Wel- 
fare Services, 257 Fourth Ave. 1954. 
109p. $2. 


128 


ual for each trustee. It is, how- 
ever, a worthwhile investment for 
the hospital’s library, and un- 
doubtedly it can provide new ideas 
for the administrator and the board 
president.—ARNOLD A. RIVvVIN. 


Procedure manual urges 
standardized nursing care 


To PATIENT Care, Georgia 


Hospital Nursing Procedure Manu- 
al. Compiled by a Nursing- Pro- 
cedure Committee in cooperation 
with the Georgia Department of 

Public Health, Division of Hospital 

Services, Atlanta, Georgia Depart- 

a of Public Health, 1954. 361 p. 

This illustrated procedure manu- 
al was organized and written for 
the purpose of assisting all insti- 
tutions wherever nursing care is 
given in standardizing nursing 
procedures. It is the product of 
combined efforts of nurses and ad- 
ministrators and nurses in large 
and small hospitals’: and public 
health nurses within the state of 
Georgia. 

The manual! is divided into seven 
sections. Introductory chapters are 
devoted to maintenance of a physi- 
cal and psychological environment 
conducive to patient recovery, with 
emphasis on medical aseptic tech- 
nique. Sections on basic nursing 
procedures, special diagnostic tests 
and therapeutic procedures con- 
sider the principle and purpose of 
each procedure—the preparation, 
the activity involved in carrying 
out the procedure, the responsi- 
bility for recording the — 
and care of equipment. 

The two remaining sections in- 
clude a discussion of the manage- 
ment and equipment of a central 
service department and the or- 
ganization and management of the 
operating room. 

All hospitals are urged to shih 
lish a central supply department 
either as part of the operating 
room unit or as a separate unit. 
This section includes ‘preparation 


of supplies, principles and meth- 
ods of sterilization and an illus- 
trated list of all necessary types of 
procedure trays. 

Included is a list of basic sup- 
plies needed in the operating room, 
surgical asepsis (with illustra- 
tions), pre-operative setup, care of 
instruments and an illustrated list 
of basic instruments required for 
the operating room in a 100-bed 
hospital. 

This manual was written with 
the intent of improving nursing 
care through constant evaluation 
of methods and performance of 
established nursing service depart- 
ments. Here is another illustration 
of what can be _ accomplished. 
through concerted state-wide ef- 
fort.—MARIAN L. Fox, R.N. 


The patient has problems, too 


SocIAL SCIENCE IN MEDICINE. Leo W. 
Simmons and Harold G. Wolff. 
New York, Russell Sage Founda- - 

_ tion, 1954. 254p. $3.50 


“I was glad to get out; a hospi- 
tal is no place for a sick man. When 
you are in a hospital you should 
be able to defend yourself.” This 
statement about a highly-rated, 


technically - excellent hospital, 


quoted by Doctors Simmons and 
Wolff, well-known sociologist and 
neurologist, should give all of us 
cause for pause. 

It is to be hoped that a large 
number of those responsible for 
setting up and carrying out the 
many “Thou Shalts” and “Thou 
Shalt Not’s” that must govern pa- 
tients in hospitals will read at least 
the sixth chapter, “Hospital Prac- 
tice in Social Science Perspective.”’ 
Although we are progressing in the 
art of human relations, too often 
a “good patient’’ is considered to 
be the “‘cooperative,” unquestion- 
ing, undemanding one. What his 
unresolved anxieties, misconcep- 
tions and frustrations can do to im- 
pede the progress of such a patient 


( Continued on page 131) 
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Urokon Sodium Brand ’ 
of Sodium Acetrizoate 


SODIUM 30: 


FEW SIDE REACTIONS...LOW VASOMOTOR RESPONSE...HIGH OPACITY TO X-RAYS 


UROKON 30% produces few side reactions. Only 19% of 1081 patients observed at the Uni- 
versity of Michigan reacted to UROKON 30%, while 36% and 62% reacted to the older 
media’. Only 15% of 290 patients observed at Washington University reacted to UROKON 
30%; 22% reacted to another medium’. | 
Comparatively low vasomotor response to UROKON 30% was reported in a study com- 
prising 2952 cases at Massachusetts General Hospital. Another medium produced fifteen 
times as many vasomotor responses as UROKON 30%’. 
UROKON’s high X-ray opacity results from its exceptionally high iodine content—65.8% 
(dry basis ). This is appreciably higher than the iodine content of the older media, which 
contain from 39% to 52% iodine’. | 
UROKON 302 is supplied in 25 cc ampuls for intravenous urography and in 25 ce rubber- 
diaphragm stoppered bottles for retrograde pyelography. These are available in boxes of 
1, 5, and 20. 
1Nesbit and Lapides. Univ. Michigan Med. Bull. 16:37-42 (1950). 
*Richardson and Rose. J. Urol. 63:1113-19 (1950). 
3Robbins, Colby, Sosman and Eyler. Radiology 56:684-688 (1951). 
4Neuhaus, Christman and Lewis. 

J. Lab. Clin. Med. 35:43-9 (1950). 


Philadelphia « San Francisco 
in Conada: 


Montreal Toronto 
Retrograde Pyelography + Angiocardiography 
Nephrography Translumbar Arteriography 
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MALLINCKRODT CHEMICAL WORKS 
Second & Mallinckrodt Sts., ST. LOUIS 7, MO. 
72 Gold Street, NEW YORK 8, N. Y. 


Chicago Cincinnati Cleveland Los Angeles 


Also notably safe and satisfactory for... MALLINCKRODT CHEMICAL WORKS LTD. 


é6** \4 4 
j 6 om wor 
} 
Where greater contrast in intravenous urography is desired— . 
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antibiotics 
hormones 
and 
fast-action syringe 


convenient sterile, single-dose disposable 
cartridges ready for immediate use 
with the Steraject syringe at any 
time, on any service. 


SAV © —breakage and replacement costs 
—time of staff and private nurses 
—sterilization procedures 
—storage space 
—waste of multiple-dose vials 


Steraject cartridges are available in 
the widest selection of antibiotics 
and hormones for general hospital use. 


For détails, see your Pfizer Representative. 


antibietics and 


hospital service Division, Chas. Brooklyn 6, N.Y. 


* Trademark | | tPfizer Syntex Products 
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Peniciilin G Procaine Crystalline in 
Aqueous Suspension (300,000 units ‘| 
600,000 units; 1,000,000 units & 
Vihydro: trenton ¥CIn 
Sulfate Solutio 
Streptomycin Sulfate Solution 
¢ 
Combiotic’ Aqueous Suspension 
ipenicittin dihydrostreptomycin 
combination 
Permapen” Aqueous Suspension 
benzathine penicillin G 
c 
Permapen Fortified 
Aqueous Suspensior 
(benzathine plus procaine penicillins 
Combandrin*+ (estradiol benzoate 
and testosterone propionate 
in sesame 
Diogyn* 
festradio! in aqueous suspension) 
Synandrol*+ (testosterone 
propionate in sesame oii 
« 
iprogesterone im sesame 


may not be realized, nor what 

might be done about them. 
Doctors Simmons and Wolff have 

performed a real service toward 


improvement of the care of the pa-_ 


tient in exploring for their readers 
the stress potentials of present-day 
life, especially in the hospital set- 
ting. Even those who are unusually 
thoughtful and exceptionally skill- 
ful in human relations will find 
food for further understanding and 
support for continued effort in the 
pages of this book. — SARAH H. 
HARDWICKE, M.D. 


Volunteers’ guide 


GuIDE TO COMMUNITY AcTION. Mark 
S. Matthews. New York, Harper, 
1954. 434p. $4. 


Written by a practicing attorney 
—a former president of the Na- 
tional Junior Chamber of Com- 
merce—this guide has its subtitle, 
“A Sourcebook for Citizen Vol- 
unteers.” It attempts, in its own 
words, to be “both a primer and 
a post-graduate reference source.”’ 
After an initial discussion on ef- 
fective community organization is 
a series of chapters on general 
areas in which there -should be 
citizen participation: “Strong cit- 
izen groups,” states the text, “are 


essential for effective volunteer 


action.”” The appendixes contain 
resource information on _ special 
days, weeks and months, on par- 
liamentary procedure, film infor- 
mation and a course in effective 
speech. It is regrettable that the 
author devotes so little attention 


to the valuable contributions to 


the. hospital and health fields 
made by volunteers.—ELIZABETH 
M. SANBORN. 


Teachers’ manual guides 
outpatient organization 

TEACHING IN THE OUTPATIENT DEPART- 
MENT. Sister Mary Isidore Lennon, 


R.S.M. New York, G. P. Putnam’s 
Sons, 1954, 240p. $4. 


In addition to its value as a 
teaching vehicle for nursing stu- 
dents receiving clinical experience 
in the outpatient department, this 
240-page monograph, Teaching in 
the Outpatient Department, can 
serve as a guide in the organization 
and management of all outpatient 
departments. 

From management’s point cf 
view, the chapters on development 
of the outpatient department, or- 
ganization and administration, or- 
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ientation of personnel, functions of 
the social service department and 
integration of social and health as- 
pects make this manual an essen- 
tial addition to every outpatient 
library. Almost every chapter is 
concluded with three lists—visual 
aids, terminology and references. 
Appendix IV is particularly help- 
ful—“Qualifications and duties of 
outpatient personnel.” 

The philosophy of the author is 
evident throughout the manual. 
Her experience as educator, nurse 
administrator and director of so- 
cial service has enabled her to 
bring into focus the teaching op- 
portunities afforded the nursing 
student in a department so rich in 
situations for study of family in- 
terrelationships in sickness and in 
‘health. The student here can gain 
a true appreciation of preventive 
measures and health education. 

With few exceptions, this man- 
ual can be used in the orientation 
and inservice educational pro- 
gram for all clinic personnel. It 
goes far in filling the need for 
literature. on management of the 
outpatient department.—MARIAN L. 
Fox, R.N. 


Hiring the handicapped 


THE DISABLED IN HospITaAL EMPLOY- 


MENT. Rehabilitation Service Series 
No. 275, Office of Vocational Reha- 
bilitation, Department of Health, 
Education and Welfare, Washing- 
ton, D. C. 

This abstract of a recent survey 
should prove interesting to all hos- 
pitals, whether or not they have 
ever employed disabled persons. 
Loren T. Rice is the author. 

First and foremost, the booklet 
indicates that hospitals do not em- 
ploy a proportionate percentage of 
disabled persons as compared with 
the percentage of disabled in the 
total population. Analysis of ques- 
tions asked a representative sam- 
ple of 102 hospitals shows an 
average of 11.09 disabled em- 
ployees per hospital, with only 2.29 
per cent of the total employees 
listed as disabled. This is despite 
the fact, as is pointed out, that dis- 
abled persons are another excellent 
source of manpower for hospitals, 
whieh are in need of employees. 

The booklet should help solve 
problems and smooth over misgiv- 
ings the administrator may have 
in hiring disabled persons. It illus- 
trates what can be accomplished 


by selective placement and notes 
departments in which disabled 
persons can work most success- 
fully. The need for cooperation and 
coordination among hospitals, vo- 
cational rehabilitation and state 
employment services is stressed.— 
JOSEPH A. WILLIAMSON, 


The Jewish patient 


MINISTERING TO THE RELIGIOUS NEEDS 
OF THE JEWISH PATIENT. Albert G. 
Minda, D.D. Minneapolis, Temple 
Israel, 1954. 46p. $1, paper cover; 
$1.50, hard cover. 

This manual covers those points 
that doctors, nurses, dietitians, 
hospital administrators and chap- 
lains need to know in order to give 
intelligent and understanding care 
to their Jewish patients. The ma- 
terial is presented very simply, 
almost in primer style, since the 
author feels the manual will be 
read and used by non-Jews who 
find themselves ministering to the 
Jewish patient. Some of the sub- 
jects discussed include Jewish 
dietary laws, Jewish holidays, bib- 
liotherapy and autopsies. 

Copies of this guide should be 
available to all hospital personnel 
caring for Jewish patients. 


Utilizing your manpower 


In the “Proceedings of a Confer- 
ence on the Utilization of Scientific 
and Professional Manpower,” spon- 
sored by the National Manpower 
Council, Chapter 6—on medical 
personnel — is particularly mean- 
ingful to hospital administrators. 

The introduction by Dr. Marcus 
D. Kogel, dean of the Albert Ein- 
stein School of Medicine, on prob- 
lems and potentialities of using 
paramedical personnel, is followed 
by discussions of the working 
group: These include such vital 
topics as re-adjustments in the 
training and functions of em- 
ployees, the relationship of build- 
ing and equipment to utilization of 
personnel, group practice and how 
to provide full services on a seven- 


_ day week. 


Coverage of the engineering and 
the teaching professions by similar 
working groups, as well as the 
four papers presented in general 
conference sessions, make the 
reader realize that personnel utili- 
zation problems are_ universal. 
Columbia University Press pub- 
lished it; price, $3.50. 
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PPNHOUGH it is not uncommon in 
many hospitals for the phar- 
macist to do the purchasing for his 
own department, there are great 
advantages of centralized planned 
buying under the direction of the 
purchasing agent. Advantages to 
be gained by such an arrangement 
include: 
®—Better control. 
@e—Time saving. The pharmacist 
is relieved of time-consuming in- 
terviews, thereby giving more time 
to his primary functions. 
e-—Use of specific knowledge. The 
purchasing agent has developed 
specialized knowledge ~-and_ skill 
through the constant practice of 
scientific purchasing principles, 
which implement the knowledge 
of the pharmacist. 

While pharmaceuticals are stand- 
ardized to some degree, it must be 
recognized that they are a very 
specialized field, and constitute 
only a small portion of the hospi- 
tal’s purchases. 


UNIFIED CONTROL 


Centralized purchasing for the 
pharmacy depends upon a har- 
monious working arrangement be- 
tween the purchasing agent and 
the pharmacist. The pharmacist 
should be considered by the agent 
as a specialist in all matters re- 
lating to pharmaceuticals, drugs 
and biologicals. Unified control is 
the aim. 

There are certain policies to be 
followed, as well: 

1. The pharmacist should make 
all his daily immediate local pur- 


Mr. Burack is director of pharmacy ser- 
vices, and tonto ag agent, of 115-bed 
Mt. Sinai Hospital, Hartford, Conn. 
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CENTRAL PURCHASING 


DAVID BURACK 


chases, forwarding to the purchas- 
ing agent a memorandum of the 
purchases, these in turn to be con- 
firmed by a written purchase order 
originating from the purchasing 
agent. | 

2. The pharmacist should send 
to the purchasing agent requests 
in which the specifications are 
complete and exact, allowing from 
10 to 14 days for delivery. 

3. The purchasing agent should 
act as adjuster when purchases are 
unsatisfactory and when returns 
are required. 


COOPERATIVE BUYING 


This is a method by which a 
purchasing serv:ce is offered to its 
hospital members with large sim- 
ilar requirements, such as linens, 
laboratory supplies, furniture and 
pharmaceuticals. Many of these 
cooperative purchasing associa- 
tions permit members to purchase 
as they desire, the advantages of 
large quantity discounts being 
realized through large volume pur- 
chasing. Proportionate refunds are 
distributed to participating mem- 
bers from time to time. In many 
cases, an initial membership fee 
is charged, depending on the bed 
capacity of the hospital. 

Cooperative buying could be 
initiated locally through various 
local or interstate’ institutions. 
Problems of accounting and dis- 
bursing methods, however, as well 
as local ordinances, must be con- 
sidered. 

When purchasing, quality should 
be one of the most important fac- 
tors considered, service next, and 
price last. Without the first requi- 
site, other factors that we may 


FOR THE PHARMACY 


consider are of no consequence. 

By quality, I do not necessarily 
mean the highest type of quality. 
A lower quality item may be per- 
fectly suitable for the particular 
job to be done. The higher price 
paid for an item that is better than 
the required specifications is waste. 
For example, the use of a reagent 
grade chemical in the manufacture 
of pharmaceuticals is in most cases 


- not warranted. The best quality is 


not always needed for a particular 

job, but the right quality is. 
Quality cannot be judged ex- 

clusively by the price of an item. 


Taking for granted that the higher 


price of an otherwise-identical 
item signifies higher quality has 
proven false many times. It is pos- 
sible in many cases, through dili- 


gent search, to find higher quality: 


for less cost. 

It therefore becomes necessary 
for the pharmacist to specify the 
minimum standards and specifica- 
tions acceptable. The decision of 
what is the best quality cannot al- 
ways be left up to the purchasing 
agent, though his recommendation 
and advice should be given careful 
consideration. 

One method used is to specify 
brand names. One must recognize, 
however, that by specifying brand 
names competition is eliminated, 
the order going automatically to 
a single supplier. In pharmacy 
buying, this method at times can- 
not be avoided. By buying brand 
names the integrity of the supplier 
becomes an important factor, as 
the price paid for the article often 
includes the cost of controls, re- 
search and advertising, which may 
increase cost of the product. 
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Ever consider 
these “plus” 
features of 
IVORY SOAP? 


Because the purity and gentleness of Ivory Soap are so 


widely recognized by hospital authorities, you may have 


overlooked some of Ivory's important “‘plus”’ features. 


There’s no waste with Ivory. For ex- 
ample; Soap ‘‘remainders’’ are usable for 
countless behind-the-scenes cleaning pur- 
poses because Ivory is pure and free from 
strong perfume. 


Ivory’s initial cost is surprisingly 

| low. It's a luxury toilet soap at a less- 

than-luxury price. A still bigger bargain, 

too, if you buy the more generous size 

cakes which cost less per-ounce than the 
smaller sizes. 


? 


_ And don’t pass up Ivory’s fast lath- 
ering qualities. Here's a ‘‘plus’’ which 
can save precious minutes for busy nurses 
and other hospital personnel. 


There's just one ‘‘plus’’ you won't find 
when you adopt Ivory. There'll be no 


‘plus’ strain on your budget. 


(Procter 
Gamble 


z CINCINNATI, OHIO 

4 
NY ont 


Ivory Soap—99*%/i00% Pure—it Floats 
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28 pages of beautiful 
: full-color illustrations! 


MEMORIAL 
ROOM 
BOOK 


latest ideas for memorial 
room donations..... 


This exciting new book will be of great value to auxil- 
iaries and associations in furnishing your hospital 
memorial rooms. Hill-Rom Memorial Room Books have 
benefited many hospitals in the past and this new book 
surpasses all its predecessors in beauty and utility. 


In this new Hill-Rom Memorial Room Booklet you will 
find twenty-eight pages of beautiful full-color illustra- 
tions of hospital room groupings and equipment, with 
designs by Raymond Loewy and color-styling by Howard 
Ketcham. 


See for yourself the excellent job the new Hill-Rom 
Memorial Room Book will do for you. You too, will be 
enthusiastic over the results. 


This new book is scheduled for distribu- 
tion soon. However, if you would like im- 
mediate attention, write today and one of 
the first copies will be promptly mailed 


to you. 


HILL-ROM COMPANY, Inc. * Batesville, Indiana 
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This type of brand name buying 
is sometimes a safer method of 
purchasing than buying on a dis- 
tributor’s “label” brand. In this 
latter type, production of the item 
is not under the supervision of the 
distributor, as he may be _ just 
packing the article under his own 
label. Although the distributor 
may be reliable, he is not always 
able to back up the guarantees 
given. 

It is strange, but true, in many 
cases that items in which the users 
have confidence provide better re- 


_ sults or in the case of sick patients 


better therapeutic results. 

It must be realized that brand 
names designate in many cases. 
basic chemicals or combinations of 
chemicals. By virtue of the phar- 
macist’s training, he is in excellent 
position to effect a considerable 


_ Saving by ignoring fancy and need- 


less expensive packaging, as well 
as high-priced advertising and ex- 
cessive claims. 


QUANTITY 


After quality has been deter-— 
mined, the proper quantity must 
be ordered. Factors that must be 
taken into consideration when 
ordering include: 

1. The practicability of stocking 
material for future needs. 

2. Changes in normal volume of 
the item. 

3. Fluctuations in market prices. 

4. Cost of storage and storage 
space that is available. 

5. The added cost of handling. 

6. The availability of money for 
purchase. 

7. Determination of expiration 
date of the item. 

A large factor in determining 
the right quantity is the quantity 


|. discount offered by the seller. 


Usually unit price declines as the 
amount purchased increases. The 
use of pharmacy records or pur- 
chasing records coupled with the 
judgment of the pharmacist will 
determine the quantity to be pur- 
chased, other factors of the extra 
investment and storage space con- 
sidered. (Brand name articles can 
be returned.) 

Two types of procurement may 
we'll be considered when discussing 
quantity: (a) Forward purchasing 
and (b) speculative purchasing. 

Forward purchasing is building 
inventory above the normal re- 
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quirements for current use plus a 
margin of safety. Usually this is 
done to insure availability of ma- 
terial and protect against possitihe 
price rise. 

One example of forward pur- 
chasing is the definite quantity 
contract with predetermined ship- 
ments scheduled over a period of 
time, based on estimated require- 
ments with or without price pro- 
tection. This method utilizes total 
purchasing power without carry- 
ing a heavy inventory. 

A second example is buying 
when materials are seasonal or 
special offers are made at specific 
times, such as on anesthetics, x-ray 
diagnostics and freezable items. 
Forward purchasing is involved 
when shortages are threatened by 
a bad or abnormally-low drug 
crop, or in the face of anticipated 
strikes and transportation failures. 

Forward buying also may be 
used to as much advantage in times 
of plenty as in periods of short- 
ages. Quite a few drug products, 
such as essences and spices (men- 
thol-ergot) necessary to pharma- 
ceutical manufacturing, may be 
bought when supplies are plenti- 
ful, thus allowing the pharmacy 
to become independent of foreign 
production and supply. 

Forward purchasing should be 


carefully considered in the light | 


of the extra cost of carrying mate- 
rials in inventory, storage space 
and investment of working capi- 
tal. 


SPECULATIVE PURCHASING 


Where initial emphasis is~ on 
_ price rather than on the material 
itself, the term “speculative pur- 
chasing” may be used. In the hos- 
pital, it is not the function of 
purchasing to make _ speculative 


profits on inventory. Since some | 


65 per cent of the average hospital 
expense comes in salaries—where 
little reduction can be made— 
lowering material cost is an ex- 
tremely important function of the 
purchasing department; but one 
must be careful not to get involved 
in speculative purchasing where 
price is the prime factor. 


INVENTORY 


Until recently, an~ inventory 
turnover four times per year was 
thought the most efficient standard 
for hospital pharmaceuticals. Due 
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SOUND saves steps...saves costs... 


let it work in your hospital—on LEASE! 


Where’s his doctor? Get the oxy- 
gen! Quiet those kids in O wing... 

YOU don’t question the need for 
modern sound communication 
equipment in your hospital. Your 
question is, how to squeeze it out of 
the budget. 

Here’s the answer that’s working 
fine in other hospitals: 

Lease the equipment you need 
from Stromberg-Carlson. 

With sound equipment engi- 
neered to YOUR requirements, and 
installed by a Stromberg-Carlson 
specialist, you cut the costs of every 
24 hours of routine patient care— 
you save priceless moments in the 


MAIL COUPON FOR FULL DETAILS 


STROMBERG- CARLSON’ 


SOUND EQUIPMENT DIVISION ¢ 1204 Clifford Avenue ¢ Rochester 21, N. Y. 


We're interested (without 


urgent instant of emergency. And 
you can have this modern equip- 
ment NOW—on a no-down-pay- 
ment, long-term lease. 

With Strom- 
berg-Carlson’s 
sound equip- 
ment the nurses’ 
time is saved, 
their stéps re- 
duced up to 50%. You find key 
medical and service personnel in 
seconds, You pipe tension-easing 
music to waiting rooms, sunrooms, 
pediatrics. 

Get full information on leasing 
these services. 


obligation, we understand) HOGPSTAL 
in the possible leasing of a aneeten 
communication system. 

Please send details, and 

have your representative 

contact us. Signed by: 


4 
oe 
a 
; | 
2 
>: 
3 
fe 
| 
4 
4 
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to the multiplicity of items nuw 
being put on the market by the 
pharmaceutical industry, however, 
a new standard has been advanced, 
this being inventory per active bed. 

R. W. Marquand, in his article 
“Purchasing for the Hospital Phar- 
macy’’,’ cites a figure for the year 
1947 calculated on total inventory 
for a 120-125 active bed unit. 
George F. Archambault, in a later 
article on the “Business Side of 
Hospital Pharmacy’’,’ states that 
“current statistics (1952) indicate 
that 15-30 per cent of every supply 
dollar at a hospital] goes into drug 
purchases.”’ 

If one combines the above fig- 
ures, a figure of $18 to $38 per ac- 
tive bed is reached. The number of 
active beds may be calculated as 
being equal to the average daily 
census, 

In 1951, the figure was calcu- 
lated at $25-$30 per hospital bed. 


Dollar inventory in many phar- 


macies, however, now has almost 
doubled what it was four to five 
years ago, due to the introduction 
of antibiotics, adrenal and pitui- 
tary hormones and other high- 
priced medication. 

In a recent article on ‘“Prevail- 
ing Practices on Drug Inventories’’ ,’ 
Samuel L. Drosness reaches the 
following conclusions: 

1, Pharmacy inventory per active 
bed is between $75 and $98, the 
lower figure applying to those hos- 
pitals using drug formularies, the 
higher figure to those hospitals 
where no formularies are used. 

2. Pharmacy inventory turnover 
in hospitals using drug formularies 
is 5.2 times per year. Where no 
drug formulary is used, the turn- 
over ratio is 4.1. 

It is well to remember that a 
high rate of inventory turnover 


is not always good purchasing pro-. 


cedure. This will, of course, reduce 
the amount of working capital in- 
vested in inventory at a set time, 
but other factors must be taken 
into consideration. Reserve stock 
must be kept on hand to cover any 
emergency that may arise. You can 
increase the turnover rate by pur- 


i*“Purchasing for Hospital Pharmacy,’’ R. 
Hospital Management 63:82, 
an 

2 ‘The Business Side of Hospital Phar- 
mac F. Archambault. Bulletin 
of t e American Society of Hospital Phar- 
macists 9:102-113, March-April, 1952. 
Prevailing Practice on Drug Inven- 
tories,"" Daniel L. Drosness. The Modern 
Hospital, 82:3, March 1954. pp. 106-112. 
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cnasing half the amount of mate- 
rial you know will be needed dur- 


ing a given period and step up 


the number of purchase orders to 
cover the total amount. This is a 


most expensive way of buying, | 


however, and in the pharmacy in- 
volves a risk of which we all are 
well aware. 

The rate of purchase of any item 
depends on the importance of the 
item, the seasonable and market- 
ing habits, storage facilities and 
transportation. In the case of the 
hospital pharmacy, drugs may have 


to be purchased in anticipation of | 


acute emergencies. These drugs 
may be used within the hour or 
not until a year or two later. In 
some cases, the drug may have to 


be discarded with no credit forth- | 


coming from the manufacturer. 
This charge will have to be ac- 
cepted by the pharmacy depart- 
ment as part of normal operating 
expense. 

A procedure for detecting old 
and inactive stock should be initi- 
ated and proper disposition worked 
out. In many cases merchandise 
will be accepted by the manufac- 
turer for full credit. The pur- 
chasing record of the pharmacy 
can be of tremendous value in 
establishing the turnover of certain 
groups of items by a careful analy- 
sis of comparable periods of time. 


PRICE 
Price alone should not be con- 
sidered in good purchasing, as we 
have suggested, but should be 
balanced against other factors that 
enter into a purchasing trans- 
action. 
Shipping charges added to the 
original low purchase price may 
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result, for example, in a higher 
price. A low price may be out- 
weighed in some cases by storage 
and handling problems. If the item 
purchased is too low in quality 
to use, the entire transaction is a 
total loss. 

An equation in general use in 
the purchasing field is: Value 
equals quality divided by price. 
In other words, value varies in 
direct proportion to quality re- 
ceived and inversely to price paid. 
If quality increases more rapidly 
than price, value is greater at 
higher price, but only where the 
buyer is not bidding on quality 
better than that actually needed. 

After specifications as to qual- 
ity have been drawn up, quality 
can be considered a constant value 
in relation to price. 


COMPETITIVE BIDDING 


When purchasing for the phar- 
macy is to be done by bidding, it is 
not always the-lowest bidder who 
should get the order. Bids are used 
for comparison and analysis. The 
final purchase order demands ca- 
pable judgment on the part of the 
purchasing agent. 

Some bids obviously are too low 
for safety, and others are received 
where the price differential is not 
quite great enough to influence 
change to a new source of supply. 


In some cases it may be the best 


policy to split an order between 
two or more suppliers, even if one 
bid is higher than the other. 

The question of when to buy 
locally rather than at a distance. 
is a perplexing one. Local sources 
usually provide convenient, prompt 
and personalized service, as well 
as reduction in transportation cost. 
“Purchasing Principles and Appli- 
cations’’,* the book by Stuart Hein- 


ritz, discusses this point as follows: 


“Beyond these economic factors 
there is an important though in- 
tangible consideration in the com- 
munity and social responsibility of 
an industrial enterprise to a city or 
locality where the business oper- 
ates. This is not a matter of ethics. 
It is sound business to help main- 
tain services and employment in 
the community, and it is also a 
matter of good local public rela- 
tions which may have wide and 
important implications.” 


Principles & Applications,” 
Stua F. Heinritz. Prentice-Hall, New 
1951. pp. 508-509. 
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“Purchasing performance,” Mr. 
Heinritz continues, “is usually 
evaluated on an economic basis. 
If the policy of local buying en- 
tails additional cost of material, 
this fact should be recognized and 
known, and it should be frankly 
faced. Then it can be decided if 
the difference in cost is outweighed 


by the added convenience, service _ 


and good will and other factors 
noted above. In business practice 
this is rarely a mathematical com- 
putation but it is rather a matter 
of judgment. In municipal and 
other governmental purchasing de- 
partments, however, the issue may 
become a major consideration in 
‘view of the taxpayer’s claim on 
public patronage. It is not unusual 
_ to find in the purchase statutes a 
provision to the effect that busi- 
ness shall be placed with local 
sources if their bid is not more 
than 5% (or some other stated 
figure) above that of the low 
bidder who would otherwise be 
awarded the order.” 

From the foregoing discussion, 


we see that purchasing still re-- 


mains largely a matter of personal 
judgment, even though certain 
scientific methods are applied. Thus 
it is imperative to follow a high 
ethical standard in order to main- 
tain the reputation and integrity 
of the organization. 

We can point out, in conclusion, 
that “To spend money is easy; to 


spend it well is hard.’ 


Product literature 
available to hospitals 


Following is a listing of pam- 
phlets on general purchasing, in- 
cluding equipment and _ supplies 
used in several hospital depart- 
ments. These pamphlets are avail- 
able to hospital personnel free of 
charge unless otherwise specified. 
The coupon provided on p. 138 
should be checked to indicate titles 
that are being requested. The man- 
ufacturer’s name from whom the 
literature is available will then be 
sent to those requesting it. 

Wooster Safety Treads Thresholds— 
General catalog with diagrams of 
the various products manufactured 
by this company. Full-size cross- 
sections are illustrated and in- 
we Art of Spending Meney,” 
Attention also is directed to “Purchasin 


for Hospitals,’ Walter N. . Publish 
Physician’s Record Chicago. 
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AIR CIRCULATORS 


If stale, dead air handicaps your 
employes and drives customers away, 
it’s costing you money. 


You can cut this cost with Emerson- 
Electric Air Circulators. They move 
large volumes of air quietly... to 
keep “living conditions” inside your 
buildings comfortable and pleasant 
in all seasons. Don’t let bad air add 
to your overhead .. . send for complete 
installation data today. 


with EMERSON-ELECTRIC 


EMERSON-ELECTRIC AIR CIRCULATORS 


Backed by the famous 5-Year Factory-to-User Guar- 
antee, these powerful fans are available in 24” and 
30” blade sizes, with two-speed, ball-bearing capaci- 
tor-type motors lubricated for 6,000 hours’ service. 
Your choice of floor, counter, wall or ceiling mount- 
ings. For further information see your electrical 
contractor or write for Bulletin No. 811. 


EMERSON-ELECTRIC 
EXHAUST FANS 
COSTS, TOO! 


For complete ventilation of 
your buildings. investigate 
Emerson-Electric’s complete 
line of direct- and belt-drive 
exhaust fans, in capacities 
ranging up to 19,350 c.f.m. 
Write tor new catalog No. 
811-A. 


—_—— 


THE EMERSON ELECTRIC MFG., CO., St. Louis 21, Mo. 


EMERSON ELECTRIC 
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stallation sketches also are shown. 
(Gen 11-1) 

New Improved Lysol—Complete in- 
formation on what is to be expected 
of Lysol as a germicide, fungicide 
and tuberculocide. Includes an in- 
struction chart for making dilu- 
tions recommended for various 
uses. (Gen 11-2) 

Mills Movable Metal Walls Provide 
Space Control—Complete general 
catalog, fully illustrated and in- 
cluding diagrams, specifications 
and construction details. (Gen 11- 
3) 

Hot Water Storage Heaters—A cata- 
log picturing and describing the 
complete line of hot water storage 
heaters and presenting useful in- 
formation on piping arangements 
and installation data. (Gen 11-4) 
Maintenance and Restoration of Stone 
Structures—Illustrated folder de- 
scribing the exclusive wet aggre- 
gate cleaning process and restora- 
tion services of this company. 


Wakefield _Geometrics - Beta - Plex — 
(Gen 11-10) 
Wakefield Geometrics-Omega-Plex — 
(Gen 11-11) 7 
Wakefield Geometrics-Theta-Plex — 
(Gen 11-12) 

Discussion of integrated modu- 
lar ceiling elements for large area 
low brightness illumination and 


noise reduction. 


Quality Unlimited—The research, 


development, testing and produc- | 


tion of Red Cross Adhesive Tape is 
the subject of this illustrated book- 
let. (Gen 11-13) 

Handy Soap and Synthetic Detergent 
Buying Guide—A compact booklet 
giving a resume of the Colgate- 
Palmolive line of industrial prod- 
ucts. Recommends use, gives pack- 
aging and lists several new prod- 
ucts. (Gen 11-14) 

The SBM Story—Systems for Hospi- 
tale—A description of a fully-auto- 
matic multiple remote control dic- 


tating and transcribing system for 


Better Laboratory Planning—A com- 


prehensive approach to better - 


planning. of laboratories. Fully 
illustrated. (Gen 11-19) 

Barnstead Water Demineralizer for 
Pure Water at Low Cost—Catalog de- 
scribing the entire line of mixed- 
bed, two-bed and four-bed de- 
mineralizers for laboratory, hospi- 
tal and industrial use. (Gen 11-20) 
Aids for the Handicapped—A booklet 
describing specialized individual 
rehabilitation equipment built to 
prescription. (Gen 11-21) 

Lamson Selective Vertical Conveyors, 
Bookveyors, Clinical History Lifts— 
Booklet with photographs showing 
this equipment in action and de- 
scribing major elements of the 
handling system. (Gen 11-22) 
Stand-by Electric Generating Plants 
and “Type AF and LT” Line Transfer 
Controlse—This booklet covers the 
installation of standby plants and 
automatic line transfer controls. 
Descriptions of plants, methods of 


(Gen 11-5) hospitals. Fully illustrated. (Gen control and _ easy-to-understand 
Plexlite-Folio No, P-54—Booklet de- 11-15) wiring diagrams are _ included. 
scribing a wide variety of plexiglas The Key to Selecting Door Closers— (Gen 11-23) 


fluorescent lighting units. Fully- - 


illustrated, displaying many appli- 
cation possibilities. (Gen 11-6) 
Complete Sash Maintenance—A dis- 
cussion of caulking and glazing, 
painting rusted metal, still re- 
storation and similar maintenance 
techniques. Illustrated by photo- 
graphs, drawings, diagrams, dis- 
cussing sash trouble diagnosis and 
elimination. (Gen 11-7) 

Abbott Radioactive Pharmaceuticals— 
A discussion of the availability of 
the radioactive substances includ- 
ing procurement, use, application 
and allocation. (Gen'11-8) 
Wakefield Geometrics-Sigma-Plex — 
(Gen 11-9) 


Illustrated descriptions of various 
types of door closers and their 
functions, together with accessories 
to meet any door situation. (Gen 
11-16) 

The Modern Milk Formula Labora- 
tory—Comprehensive catalog in- 
cluding architectural layouts and 
cross-section views. Small, medi- 
um and large hospitals are cov- 
ered. (Gen 11-17) 

Paint Selection Check Chart—A quick 
answer guide to painting problems 
making it possible to check and 
compare, point by point, all avail- 
able paints, then to choose the ones 


that best meet your needs. (Gen 


11-18) 


To learn the names and addresses of manufacturers offering the pam- 
hlets described in this review, simply check the appropriate items 
elow, sign, and mail to the Editorial Department, HOSPITALS, 

18 East Division Street, Chicago 10, Illinois. 


Nurse Saver Calling System—Bro- 
chure describing in detail this 
method of hospital 
equipment. (Gen 11-24) 
Laboratory Clamps—Description of 
over 40 different types and sizes of 
clamps. Illustrated. (Gen 11-25) 
Boiler Water Level Controls and 
Safety Devices—Handbook contain- 
ing engineering information, fully 
illustrated and indexed. (Gen 
11-26) 

Surgical Suture and Needle Catalog— 
The complete line of Ohio-Scanlon 
sutures and needles is featured in 
this catalog describing suture ma- 
terials with and without needles 
and including surgical gut, silk- 
worm gut, nylon, silk and cotton. 
(Gen 11-27) 

Lane Canvas Baskets, Hampers, and 
Trucks—A bulletin illustrating 15 
individual styles of baskets, ham- 
pers and trucks. Complete dimen- 
sions and detailed photographs 


Gen Gen 11-8 Gen 11-15 11-22 
Gen 11-2 Gen 11-9 illustrating construction are in- 
11-3 11-10 _Gen 11-17 Gen 11-24 cluded. (Gen 11-28) 
Gen 11-4 en Gen i1-18 Gen 11-25 asework — 
11-5 Gen 1-12 Sen 11-19 _ Gen 11-26 A complete 
Gen 11-6 11620 11-27 catalog with general information, 
en 


NAME and TITLE. 


tails, casework, casework acces- 
sories and typical room layouts. Of 
primary interest to architects, en- 


ADDRESS... gineers and hospital planning 
{Please type or print in pencil) fe boards. (Gen 11-29) 
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Insulated butter container 


The addition of a new three- 
piece butter container has been 
added recently to a line of alumi- 
num cookware. Made entirely of 
lightweight, heavy-gauge alumi- 
num, the unit consists of an outer 
container, inner container and lid. 
The outer container is of double- 
wall construction, insulated with 


a heavy layer of fibreglass. Ac- 
cording to the company, this in- 
sulated construction provides bet- 
ter storage and keeping qualities 
for butter service. The_ inside 
container is removable for over- 
night storage under refrigeration. 
The special flat lid is designed for 
easy stocking, to conserve refrig- 
eration space. All corners are 
rounded for easy cleaning (11A-1). 

The butter container is avail- 


able in chrome or alumilite finish. - 


Additional information is avail- 
able. 


Surgeon's brush 


Available now is a new all-nylon 
surgeon’s brush that is easier to 
hold. According to the manufac- 
turer, the brush has a-hand grip 
that prevents slipping. It has 7-by- 
16 rows of serrated tufts, which 
are firmly secured by noncorrosive 
metal anchors. 
lightweight. white nylon and the 
bristles of black tynex nylon, of 
soft-textured fibres, which, accord- 
ing to the manufacturer, will not 
scratch or irritate tender skin. All 


NOVEMBER 1954, VOL. 28 


The back is of 


standard type dispensers will ac- 
commodate nine to 12 brushes de- 
pending upon the height of the 
dispenser (11A-2). 


Snow removal apparatus 


A new rotary-type machine is 


- said to do the work of 10 men with 


(Please type or print in pencil) 


hand shovels. It is said to propel 
itself 60 yards a minute while 
clearing a swath 20 inches wide, 
through heavy, hard-packed or 
even slushy snow. Powered by a 


2% hp gasoline engine, the unit — 


operates on the same principle as 
giant rotary plows, which throw 
snow rather than blow it (11A-3). 

A special rotating “raker bar” 
that chews up packed snow, plus 
a wide-open front end that won't 
clog in slushy snow, is said to en- 
able the unit to clear away all 
types of snow cleanly and quickly. 


Bookkeeping machine 


A bookkeeping machine priced 
within the reach of the small busi- 
nessman recently has been added 


to a national line of such machines. 
It is stated that the machine is a 
highly automatic device with many 
features that meet the require- 
ments of such important account- 
ing tasks as accounts receivable, 


scribed in this review, simply clip, 
- coupon, sign, and mail to the 


To learn the names and addresses of manufacturers of products de- 

check the appropriate items on this 
ditorial Department, HOSPITALS, 18 
East Division Sivee, Chicago 10, Illinois. 


| ; Insulated butter container 
(11A-1) 
Surgeon's brush (11A-2) 
removal apparatus 
(11A-3) 
| Bookkeeping machine (11A-4) 
Surgical arm prop-(11A-5) 
Acoustical cabinets (11A-6) 
Upholstery cleaning machine 
7} 
Syringe bag for sterilization 
technique (11A-8) 


Disposable plaster pail (11A-9) 
enema tube (11A-10) 


clinical thermometer 


clinical thermometer 


aw —Non-adherent dry wound dress- 
ing (11A-12) 


Syringe packaging technique 
(11A-13) 
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simple ledger posting and receipt- 
ing (11A-4). 

Among the new features listed 
are automatic 15-inch front feed 
carriage, two crossfooters of 
99,999,999.99 listing and 999,999,- 
999.99 totaling capacity, and orig- 
inal ledger and statement posting 
in one operation. The two position 
control panels can be set to contro] 
all machine functions of two dis- 
tinct accounting jobs. 


Surgical arm prop 


This surgical arm prop has been 
designed to solve the difficult prob- 
lem of giving blood and admin- 


istering anesthetic during an op- 
eration while the patient is lying 
on his side (11A-5). 


The arm prop permits free access 


to both arms and provides a mount 
for the anesthetic syringe. It helps 
support the patient’s body in a side 
position and is adjustable. The 


body weight of the patient holds 


the prop in position. It is finished 
in durable baked enamel. In addi- 
tion, it may be used as an extra 
instrument tray. 


Acoustical cabinets 


Acoustical cabinets for use with 
various machines are available, 


which will help reduce the prob- 
lems where business machines are 


in use. It is claimed that these. 


cabinets absorb all of the harsh 
metallic pitch of noise and soften 
the remaining new low sound by 
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50 per cent. The cabinet also pro- 
vides indirect, vibrationless fluo- 
rescent light over the entire work 
area. These units are made for all 
types of business machines (11A- 
6). | 

Another advantage of the unit is 
that it affords desired concentra- 
tion on media, assuring privacy of 
records. The operator of the ma- 
chine sits completely outside of 
the unit and metal gliders on the 
bottom of legs permit easy move- 
ment of the unit without regard 
to noise or lighting. Various types 
and sizes of cabinets are available. 


Upholstery cleaning machine 


A new lightweight portable ma- 
chine for cleaning upholstery, stair 
carpeting and other interiors re- 
cently has been announced (11A- 

The new machine is a hand-sized 
power unit, weighs only six pounds 
and will maneuver in awkward 
corners where even hand cleaning 
is difficult. Several features of the 


unit include: Special pump built 
into the cleaning unit to give ac- 
curate control of solution flow at 
the point of work; clear plastic 
hose from the tank to unit that 
gives the operator complete ma- 
neuverability and won’t mar fur- 
nishings; powerful lightweight 
motor operating from any standard 
light socket. | 


Syringe bag for 
sterilization technique 


A new double-compartment bag 
simplifies handling of hypodermic 
syringes in preparing them for the 
sterilizer. These bags have a seam 
dividing each bag into two sections, 
one for the barrel and the other 
for the plunger. This speeds han- 
dling of the syringes and elim- 
inates the need of wrapping sepa- 


rately each part to prevent break- 
age (11A-8). 

The bags are made of wet 
strength paper with waterproof 
seams to resist sterilization tem- 
peratures. They will not open or 
crumble, according to the manu- 
facturer. They come in sizes to 
hold 2 cc, 5 cc or 10 ce syringes 
with a printed code for marking 
the size quickly. 


Disposable plaster pail 


Now available is a disposable 
plaster pail that enables you to 
start each cast with a fresh clean | 
pail. All that is necessary to do is 
to gather the waterproof, plastic 
liner containing the plaster re- 
mains, tie the top and dispose of 
it. The liner gives you a clean pail 
for each job without plaster resi- 
due and will save time and effort 
(11A-9). | 

The pail is white granite enamel 
fitted with heavy, waterproof plas- 


tic liners that are non-toxic. The 
price of the pail is $3.50. The liners 
are $15 per 100. 


Disposable enema tube 


The use of polyethylene has 
made possible the production of a 
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lightweight enema tube so low in 
cost that it is disposable after a 
single use. The tube is blow- 
molded into a shape that eliminates 
problems encountered with un- 
formed tubing. Its use is regarded 


as particularly advantageous in © 


connection with x-ray work 
(11A-10). 
The units are sterilized and heat- 


sealed in a polyethylene bag at 


time of manufacture. 


Two new clinical thermometers | 


Two new types of clinical ther- 
mometers now are available. The 
first is an unbreakable, easy-to- 
read, watch-type dial, requiring 
no shaking down. According to 
the manufacturer, it retains the 


exact temperature reading as long 
as desired, and is guaranteed ac- 
curate to plus or minus .2 of one 
degree F. (11A-lla). 

The thermometer is made of 
polished, stainless metal, is shock- 
proof, moisture-proof and easily 
disinfected by approved methods. 
The manufacturer. states that its 
unique construction eliminates 
danger from breakage in use, in- 
accuracies in reading under differ- 
ent circumstances, and the high 
cost of continuous replacement. 

The second thermometer avail- 
able in a few months is an 
electronic thermometer for clinical 
use (11A-11b). 

The unit consists of three parts. 
First is a small tapered stainless 
steel tube, which is used just like 
the conventional glass thermom- 
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of the case 


eter. In place of a mercury-filled 
tip as in the glass thermometer, 
the stainless steel tube has in its 
tip a very small piece of material 
whose electrical resistance changes 
rapidly with-changes of tempera- 
ture. This stainless steel tube 
called a probe is plugged into a 
miniature socket such as is used in 
hearing aids. 

A thin, flexible electrical cord 
is the second important element 
and the third is the indicating in- 
strument to 
which the elec- 
trical cord is 
connected. The 
instrument is 
calibrated in 
degrees Fahren- 
heit. A push 
button in the 


is pressed when 
a reading is 
made. Accord- 
ing to the man- 
ufacturer,a 
reading can be obtained in from 
three to five seconds. Commercial 
availability of the product is 
planned. within the. next few 
months. 


Non-adherent dry 
surgical wound dressing 


A new surgical wound dressing 
developed through research is 
now available to doctors and hos- 
pitals. According to the manufac- 
turer, it is the first and only com- 
pletely non-adherent dry bandage 
in the annals of surgery. It not 
only keeps wounds dry, but does 


not stick to the scab or healing 


tissue. In 99 per cent of the cases 
in which it is used, it comes off 
almost automatically from _ the 
wound and causes no bleeding 
(11A-12). 

a) A non-woven, highly-absorb- 


ent cotton fabric sealed to a b) 


plastic, non-wettable film of Mylar, 
which is pierced with c) perfora- 
tions big enough for rapid permea- 
tion of drainage, but small enough 
to exclude completely granulating 
tissue that causes a gauze bandage 
to cling to an open wound. 

The film or shiny side of the 


_non-adherent dressing is placed 


next to the wound, with the soft 
cotton fabric surface on the out- 
side. The end result of this surgi- 


cal dressing is a drier, cleaner, 
healthier wound that heals faster 
and better. The dressings are cut 
in strips 3x 8” for postoperative 
wounds, and 2%x4” for small 
wounds. 


Syringe packaging technique 


A system of packaging syringes 
and needles that permits easy as- 
sembly without danger of contam- 
ination now is available to hos- 
pitals (11A-12). | 

It consists of envelopes made of 
a special translucent material de- 
veloped to withstand the rigors of 
autoclaving without damaging the 
envelope or its contents. Each en- 
velope has a thermoplastic seal 
at the open end. A loading chute 
facilitates the filling of needles and 


syringes into their envelopes, sim- 


plifying and speeding up the 
process. A sealing unit is a thermo- 
statically-controlled crimping de- 


vice of the type used in commercial 
heat-sealing specifically adapted 
for hospital use. 

According to the manufacturer, 
this system offers the following 
advantages: It provides absolute 
assurance of sterility; puts each 
needle and syringe in an individu- 
ally-sealed envelope; eliminates 
costly procedures, such as washing 
constriction tubes, use of gauze 
and muslin wrappings; remains 
sterile for an indefinite period; 
does not require the use of trained 
personnel. 
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Intrahepatic 
and extrahepatic ducts 

60 minutes after injection 
with Cholografin. 

In spite of 

calculi in the cystic duct 
which prevented gallbladder 
filling. the biliary ducts 
are well opacified. 


an 
important new 


diagnostic and cholecystography 


A safe, intravenous technic for rapid radio- 
graphic visualization of the biliary tract. 
Excellent roentgenographic contrast in a high 
percentage of patients with... 
Persisting post-cholecystectomy 
symptoms 
Impaired gallbladder function, and 
in patients with a functioning 
gallbladder 


Cholografin is supplied in 2 
cartons containing two 20-cc. 
ampuls, and two 1-cc. ampuls 
for sensitivity testing. 

Literature on request. 


fey 


For non-surgical demonstration of gallbladder and 

biliary duct pathology 

@ rapid filling of biliary tract—rapid diagnosis 

@ well tolerated 

@ avoidance of variation in absorption 

@ assurance that the patient. has received the 
full dose of the contrast medium 

@ re-examination on the same day of patients 
who failed to visualize with an ora] medium 


Chologratfin 
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NEWS 


Provisionally Accredited Units 
Hit by New JCAH Ruling 


~The Board of Commissioners of 
the Joint Commission on Accredi- 
tation of Hospitals at its Septem- 
ber 15 meeting considered the 
tenure of Provisional Accredita- 
tion status and voted: 

“That if a hospital with Pro- 
visional Accreditation continues 
to be Provisionally Accredited on 
the second survey, the hospital 


‘will be told that it will be survey-. 


ed again the following year and if 
it does not then meet the stand- 
ards for Full Accreditation, it will 
be dropped to No Accreditation. 
This will be conveyed to the 
hospital in writing.” 

At present there are approxi- 
mately 500 provisionally accred- 
ited hospitals. The Commission 
Fopes to make a re-survey of a 
provisionally accredited hospital 
within a year after the initial 
inspection. 


Three Volumes on CFHC Study 
Now Available to the Public — 
Three volumes, covering in de- 
tail the findings of the Commission 
on Financing Hospital Care, are 
available to the public this fall. 
The first of these volumes, ‘“‘Fac- 
tors Affecting the Costs of Hospital 
Care,” was off the press in mid- 
September and can be purchased at 
$4 a copy from the Blakiston Com- 
pany, Inc., Garden City, N. Y. 
“Prepayment and the Commun- 
ity” was released late last month 
and the middle of this month, “Fi- 
nancing Hospital Care for Non- 
Wage and Low Income Groups” 
will be published. Costs of these 
volumes are $4.50 and $2.50, re- 
spectively. 
A set of all three volumes can be 
purchased for $9.85. | 


The,appointment of James 
E. Hague as executive editor 
of HOSPITALS, the Journal of 
the American Hospital Asso- 
ciation, has been announced 
by Dr. Edwin L. Crosby, di- 
rector of the Association and 
editor of the Journal. Mr. 
Hague, AHA public relations 
director, succeeds C. J. Foley, 
who requested a short leave 
of absence after eight years of 
devoted work for the Associ- 
ation. 
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79 Per Cent of Residencies Filled; 
6,051 Interns ‘Matched’ in 1954 


Careful self-appraisal by hos- 
pitals of their individual needs for 
interns could result in a sharp 
decline in, or elimination of, the 
problem of intern shortages, the 
American Medical Association’s 
Council on Medical Education and 
Hospitals recently pointed out in 
its annual report on internships 
and residencies currently con- 
ducted in Council-approved hos- 
pitals-in the United States and its 
possessions. 

During the past 10 years, the 
number of internships increased 
26 per cent—8,429 positions to 
10,624. During this same period, 
however, the number of hospitals 
approved for internships only in- 
creased about seven per cent—785 
hospitals to 844. On the average, 
five or six hospitals throughout the 
country have been added to the 
approved list annually; the num- 
ber of internships, however, has 
increased the 
approximately 220 per year. 

During the past year there were 
10,624 approved internships avail- 
able—a decrease of 382 intern- 
ships over 1953. Seventy-nine per 
cent of the approved internships 
and 68 per cent of the mixed type 
were filled. The report states that 
the seven per cent increase in 


-internships filled during the past 


year is probably due to the lower 
number offered and the increase 
in the number of graduates of 
foreign medical schools serving as 
interns. The number of positions 
vacant for all types of intern- 
ships dropped from 2,903 in 1953 


to 2,267 in 1954. 


This year the over-all intern- 
ship occupancy rate reached 78 
per cent, with the residency rate 
at 79 per cent, three per cent high- 
er than the 1953 report. This year 
1,154 hospitals offered a total of 
23,630 residency appointments, 
representing 4,706 programs in 27 
specialties and  sub-specialties. 
There were 10,412 first year resi- 
dency appointments available this 
year, of which 7,967, or 77 per- 
cent, were filled. Seventy-nine 
per cent, or 18,619 of the available 


23,630 residencies offered at all 


levels,. were filled. 


average by 


The third national matching plan 
for internship placements was com- 
pleted in March 1954, with more 
than 6,000 interns matched with 
positions of their choice. There 
were 10,729 internships offered. 

Results tabulated over the three- 


year history of the plan were an-- 


nounced in the August 1954 issue 
of The Journal of Medical Educa- 
tion. Reprints are available of the 
article co-authored by John M. 
Stalnaker, secretary-treasurer and 
director of operations for the Na- 
tional Intern Matching Program, 
Inc., and Edward C. Smith, man- 
aging director. 

This year, 6,051 interns were 
placed, representing the highest 
percentage of successful place- 
ments since inception of the pro- 
gram. There were 6,412 active par- 
ticipants, as contrasted to 5,681 
participants in 1951-52 and 6,033 
in 1952-53. 

Nearly all the hospital units ap- 
proved by the AMA Council on 
Medical Education offered open- 
ings. There was a decrease of 70 in 
the number of different types of 
internships offered, however, and a 
reduction from the previous years 
in the total number of. positions. 

Some 430 of the 820 hospital 
units participating in 1954, over 
half either filled all positions or 
attracted no student at all. Units 
filing two-thirds or more of all 
available berths included 34. per 
cent of the hospitals participating 
in the plan, while those filling one- 
third or less accounted for some 53 
per cent. 

Although students showed a 
strong preference for major teach- 
ing units, they were attracted to 
small hospitals as well as large 
ones. Apparently, stipends did not 
play an inordinate part in attract- 
ing interns, although a shift toward 
financial increase was observed, 

Students continued to get over 
80 per cent of their first choice po- 


A more complete report of the 
first two years of this matching 
program is included in Mr. Stal- 
naker’s article, published in 
HOSPITALS, December, 1953. 
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sitions. From the standpoint of the 
hospital, there was a slight drop in 
the percentage of top-ranked men 
actually signed, reflecting, per- 
haps, willingness to rank a wanted 
man high even though chances of 
getting him were slight. 

In 1954, as well, the program 
matched married couples, upon re- 
quest, to the same hospital or to 
hospitals within the same city. Of 
41 requests received,.38 were so 
matched. In all cases, the couple 
goes to the highest hospital on 
their list that will accept both. 


Statement on Hospitalization 
In Non-VA Hospitals Issued 


A policy statement has just been 
issued by Dr. Joel T. Boone, chief 
medical director of Veterans Ad- 
ministration on contract hospitali- 
zation in non-VA institutions. Fac- 
tors responsible for the retrench- 
ment are budgetary limitations and 
expansion of the Veterans Admin- 
istration’s hospital system. 

In the past, exceptions have been 
made to the rule that private hos- 
pital facilities shall not be utilized 
when beds in VA or other govern- 
ment institutions are available. 
Henceforth, no exceptions will be 
allowed. 

“It is desired,’”’ said the Boone 
directive, “‘that contract hospital 
activities be reviewed by respon- 
sible officials at the field station 
level and operating plans devel- 
oped promptly to attain program 
objectives. In many instances, pri- 
mary fund allocations are predi- 
cated upon a graduated reduction 
of the number of patients main- 
tained in contract facilities.’’ 

The cutback has been made ap- 
plicable to contract hospitalization 
of veterans in military and other 
federal hospitals, as well as state, 
municipal and private ones. In the 
current fiscal year, approximately 
1,300 beds in non-VA federal in- 
stitutions are authorized, a sharp 
reduction from previous years. 

“The necessity for effecting a 
planned reduction in the utilization 
of non-VA facilities with special 
reference to those measures to be 
undertaken in curtailing the use of 
contract hospitals for the care and 
treatment of veterans with service- 
connected psychiatric disabilities 
or pulmonary tuberculosis has been 
stressed,’ said Dr. Boone’s direc- 
tive. 

“To ascertain the effectiveness 
with which local management is 
meeting these objectives, it is de- 
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Dr. Bradley Receives Honora 


ry Membership 


PAS 


AHA PRESIDENT Dr. Frank R. Bradley receives an honorary life membership in the 
Washington University Hospital Alumni Association at the group's annual meeting in 
Chicago during the AHA convention. At left is Linn B. Perkins, assistant director of 
Christ Hospital, Cincinnati, and president of the Alumni Association. and on the right, 
George Lawver, administrator of Alamance County Hospital, Burlington, North Carolina. 


sired that area medical directors 
conduct periodic surveys of con- 
tract hospitalization activities at 
field stations, submitting a sum- 
mary progress report at the con- 
clusion of each quarter to the as- 
sistant chief medical director for 
operations,” the directive said. 


Dr. T. G. Klumpp Appointed 
Medical Task Force Chairman 


Former President Herbert Hoo- 
ver has appointed Dr. Theodore G. 
Klumpp, president of Winthrop- 
Stearns, Inc., New York City, as 
chairman of the Task Force on 
Medical Services of the Hoover 
Commission on Organization of the 
Executive Branch of the Govern- 
ment. A member of the Task Force 
since its formation in 1953, Dr. 
Klumpp succeeds the late Chaun- 
cey McCormick of Chicago. 

Prior to his post with the phar- 
maceutical manufacturer, Dr. 
Klumpp served as director of drugs, 
food and physical therapy for the 
U. S. Food and Drug Administra- 
tion and secretary of the AMA 


Council on Pharmacy and Chem-. 


istry. In 1951 he was chairman of 
the Office of Defense Mobilization’s 
Task Force on the Handicapped. 

Dr. Edwin L. Crosby, director of 
the American Hospital Association, 
continues to serve as director of 
research and statistical work for 
the Medical Task Force. 


Hobby Reports Reinsurance Bill 
To Be Resubmitted to Congress 


Officials of the Department of 
Health, Education and Welfare are 
whipping into shape an ambitious 
legislative program for transmittal 
to Congress in January. Secretary 
Oveta Culp Hobby has made it 
quite clear that federal reinsurance 
of voluntary health plans will be 
one of its main items. 

In a speech October 7 before the 
American Life Convention in Chi- 
cago, Secretary Hobby emphasized 
that the Administration’s health 
and hospitalization reinsurance 
plan will be resubmitted to Con- 
gress in 1955. “The plan was re- 


“committed in the House by the 


combined votes of representatives 
of opposite extremes of opinion,” 
Secretary Hobby. declared. She 
further added: “We _ anticipate 
prompt action on this bill.” 

“This Administration con- 
vinced,” she continued, “that 
health insurance should remain on 
a voluntary basis in this country. 
We believe that the regimented 
route can be avoided, but only if 
the continued improvement of the 
quantity and quality of the pro- 
tection offered by voluntary health. 
insurance is vigorously acceler- 
ated,’’ 
Whether the Hill-Burton pro- 
gram, due to expire in 1957, is to 
be recommended for extension is 
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another problem presently under 
study. Congress is virtually certain 
to act on this question at its coming 
session whether or not the Depart- 
ment of Health, Education and 
Welfare takes the initiative. 


Seeks Medical Societies’ Help 
To Improve Mental Hospitals 


AMA President-elect Dr. Elmer 


Hess called for vigorous action on 
the part of state and county medi- 
cal societies to bring about needed 
improvements in the nation’s men- 
tal hospitals in his keynote address 
at the recent conference of mental 


health representatives of state 


medical associations. 

The Erie, Pa., physician said 
that the “lack of emphasis by pri- 
vate medicine and the resigning of 
mental patients to the impersonal 
mercy of state and political medical 
care has resulted, in many areas 
of this country, in what closely 
approaches national disgrace.”’ 

Dr. Hess recommended that 
members of state and county men- 
tal health committees “spend a few 
days visting their own state and 
county institutions” so that actual 
conditions can be observed. 

He further stated: “We must re- 
new and strengthen our efforts to 
make public officials, and the pub- 
lic generally, realize that many of 
these patients are not to be treated 
as lost causes, or as criminals to 
be punished, but as sick people 
who, with proper care, can again 


- become healthy, happy, useful and 


productive people.” 
Holds Rescue Demonstration 
During Fire Prevention Week 


Presbyterian Hospital in cooper- 
ation with the Chicago Fire De- 


partment kicked off Fire Preven- 


tion Week on October 4, with a 
full dress rehearsal. 

The demonstration, held in the 
hospital courtyard, featured vari- 
ous patient evacuation procedures 
by Presbyterian’s nurses and the 
hospital fire brigade as well as 
ladder rescues and use of a fre 
net by firemen. 

Highlight of the demonstration 
came when 12 nurses carried “‘pa- 
tients’ out of danger down fire 
escapes and out of model rooms set 
up in the courtyard in six mock 
fires. Also demonstrated for the 
first time was a mass evacuation 
cart, similar to a trayveyor. The 
cart was designed by Lt. Robert 
McGrath of the Chicago fire pre- 
vention bureau, who trained Pres- 
byterian’s nurses in the newest 
rescue techniques. 
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NURSING LEAGUE REPORTS— 


Student Nurse Admissions, Graduations 


A total of 43,327 students were admitted to and 29,308 were graduated 
from basic professional programs of nursing during 1953, according to the 
National League for Nursing’s report recently published in Nursing Out- 


look. 


The average school admitted 38 students and graduated 26, while the 
average number of classmates per entering student was 58 and the aver- 


age per graduating student was 39. 


- The 1953 admission figures are considerably above the 1923 statistics— 


Top Civil Defense Officials 
Confer on Care During Disaster 


Seventy-five per cent of the 
casualties of an atomic disaster, 
will have to be cared for, under 
professional supervision, by peo- 
ple not now engaged in health 
work, a top civil defense official 
reported at a recent national med- 
ical civil defense conference con- 
ducted by the American Medical 
Association’s Council on National 
Emergency Medical Service. 

In further commenting on the 
care of casualties, Dr. Edgar M. 
Dunstan, chairman of the Com- 
mittee on Medical Civilian Pre- 
paredness for the Medical Associ- 
ation of Georgia, said “the impli- 
cations are obvious.” 

“Every citizen may be directly 
concerned with either receiving 
or dispensing health services,” he 
said. “Therefore, every home 
should know how the medical plan 
will operate and the individual’s 
place in the pattern.” 

Dr. Edward Liston of Palo Alto, 
Calif., recommended the extensive 
use of the following plan for air- 
borne hospitals in case of atomic 
attack: 

1. Airborne rescue service for 
bombed areas. 

2. Teams to staff emergency 
hospitals organized with head- 
quarters at all major airports. 

3. Airborne equipment and sup- 
plies stored at these airports. 

4. Emergency hospitals flown in 
as near the bombed areas as 
possible. 

5. Casualties flown out for evac- 
uation to permanent installations. 


An outline of one emergency 
medical plan, as set up in the State 
of Missouri, provides for the use of 
schools as. hospitals with the 
school principal acting as admin- 
istrator, Dr. Carroll P. Hungate re- 
ported. Dr. Hungate is chairman of 
the Missouri State Medical Associ- 
ation’s Committee on Medical Ci- 
vilian Preparedness. 


two and one-half times over the 
1920 figures and one and one-half 
times above the 1933 tabulations. 

The number of men studenty 
continues to account for only a 
small proportion of the students. 
Last year 332 male students were 
admitted and 335 were graduated, 
a slight increase over 1952, 

The report states there is a defi- 
nite positive relationship between 
the population of a state and num- 
ber of students admitted to the 
basie programs in the state. Of the 
24 states with a population of 
2,500,000 or more, 21 admitted 500 
or more students, while only’six of 
the 28 states with a smaller popu- 
lation admitted as many as 500. 

There is also a high positive 
relationship between the number of 
students admitted to the basic pro- 
fessional programs and the number 
of active nurses in the state. Eigh- 
teen of the 26 states that admit 500 


A mid-August survey by the 
NLN Committee on Careers 
shows that 1,003 schools have re- 
ported 36,559 applications ac- 
cepted and 108 schools estimat- 
ed 3,479 applications accepted 
for the first eight months of 
1954, These two figures plus the 
3,480 students admitted during 
the first six months of 1954 
bring the total figure to 43,518, 
364 admissions above the total 
estimated enrollment figure for 
the same period in 1953. As of 
early September, there were still 
4,300 applications pending for 
admission to the 1954 fall class 
this year. 


or more students have 5,000 or 
more active nurses, while only one 
of the 26 states that admit less 
than 500 students have as many as 
5,000 active nurses. 

The withdrawal rate—28 to 24 
per cent—has remained approxi- 
mately constant during the past 10 
years. The report notes, however, 
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that this rate is considerably below 
an estimated 45 per cent for col- 
lege students in general, as well as 
for some other professional groups. 
The 1953 statistics also show that 
38,336 students were admitted to 
diploma programs and 4,991 were 
admitted to degree programs, Of 
those admitted to diploma pro- 
grams, 780 expected to receive de- 
grees; therefore, a total of 5,771 
students will be working for a bac- 
calaureate or higher degree. 


Louise Wilkonson Appointed 
To Michael Reese Post 


Louise Wilkonson, director of the 
American Hospital Association’s 
recent study in dietary planning, 
became director of dietetics at Chi- 
cago’s Michael Reese Hospital on 
October 1. The research project, in 
its last stages of preparation for 
the printer, is primarily concerned 
with the analysis of existing de- 
signs in dietary departments and 
the correlation of these designs to 
operation and construction. Miss 
Wilkonson also conducted a thor- 
ough analysis of food distribution 
methods in hospitals as these relate 
to physical plant and equipment. 

A graduate in hospital adminis- 
tration from Northwestern Univer- 
sity as well as a graduate dietitian, 
Miss Wilkonson formerly served as 
director of food service and con- 
sultant in dietary equipment at 
Cone Memorial Hospital, Greens- 
boro, N. C., prior to her AHA as- 
signment. Miss Wilkonson also has 
served as chief dietitian at Barnes 
Hospital, St. Louis, and as adminis- 
trator and dietitian at San Jacinto 
Hospital, Baytown, Texas. 


IN 1953-54 SURVEY SHOWS— 


5,089 Alien Doctors on ates Staffs 


A large increase in alien physicians taking postgraduate work in the 
U. S. has helped fill gaps left by many young doctors now on active mili- 


tary duty, a recent survey showed. 


The number of aliens on U. S. hospital staffs more than doubled from 


1950-51 to 1953-54, according to 
the survey published in the Journal 
of the American Medical Associ- 
ation, September 4, 1954. 

During the 1953-54 school year, 
5,589 foreign physicians held ap- 
pointments as interns, residents, 


or fellows on house staffs of the 
800 civilian hospitals approved for 


such training by the Department 
of State. Three years before the 
total was 2,072. 

These aliens cut the number of 


. vacancies in those hospitals down 


to 20 percent for residents and 30 
percent for interns. Without them 
the percentage would have been 
‘*considerably greater,’’ since 
“many young physicians who 
would normally be taking post- 
graduate work are on active mili- 
tary duty.’ Aliens made up 22 per 
cent of the total house staffs in the 
approved hospitals. Most of them 
were located in general hospitals 
which do not serve as major teach- 
ing hospitals for medical schools. 
They made up almost half the 
staffs of tuberculosis hospitals ap- 


proved for alien training, and 


about one-fourth of the staffs of 
mental hospitals, but only about 
one-tenth of the teaching hospital 
staffs. 


Three states—Mississippi, North | 


Dakota and Arkansas—had no 
alien physicians in training. Large- 


Incorporates Elements of AHA Insignia 


MAIN elements of the American Hospital Association insignia have been lncorpereted 
into the entrance plaque at the Bartholomew County Hospital, Columbus, Ind. Mounted on 
the modernistic rail in the foreground, the plaque hos a satin finish on the relief work. 
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ly because of state licensing laws, 
more than two-thirds of them were 
in five states—New York, Ohio, 
New Jersey, Illinois, and Massa- 
chusetts. In New Jersey, 65 per 
cent of the house staff positions 
were filled by aliens, and in New 
York, Illinois, and Ohio about 30 
percent. 

The postgraduate alien training 
program began in mid-1949 under 
the U. S. Information and Educa- 
tional Exchange Act of 1948. The 
report was made by Dr. Harold S. 
Diehl, Minneapolis; Dr. Edwin L. 
Crosby, director of the American 
Hospital Association, and Paul K. 
Kaetzel, of the Health Resources 
Advisory Committee of the Office 
of Defense Mobilization. 


Regional Group Meets 
In Washington This Month 


“What’s New” is the theme of the 
fourteenth annual conference of 
the Maryland-District of Colum- 
bia-Delaware Hospital Association 
to be held at the Shoreham Hotel, 
Washington, D. C., November 15- 
16. 

At the opening general session 


Dr. Edwin L. Crosby, director of 


the American Hospital Association, 
will report. on how hospitals are 
meeting their requirements for ac- 
creditation. H. Mason Welch, legal 
counsel for VU. S. Fidelity and 
Guaranty Co., Washington, is then 
scheduled to address the confer- 
ence on how hospital workers may 
be used. The session will close with 
Earl G. Planty’s address on how to 
humanize your hospital. Mr. Planty 
is executive counselor of Johnson 
and Johnson, New Brunswick, N. J. 

Following the American College 
of Hospital Administrators and 
Women’s Hospital Auxiliaries 
luncheons, sectional meetings com- 
prise Monday afternoon’s agenda. 

Six more sectional meetings are 
scheduled for Tuesday morning 
before the general assembly con- 
siders the problems of training 
registered nurses and nonprofes- . 
sional workers. The subject of Mil- 
dred Montag’s address will be, 
“Can We Prepare a Registered 
Nurse iri Two Years?’’ Miss Mon- 
tag is director of the cooperative 
research project in junior and 
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community college education for 
nursing at Teachers College, Co- 
lumbia University. 


In the second half of the session, 


devoted to the problem of the non- 
professional worker, an _ eight- 
member panel will discuss and 
demonstrate role playing. 


Issues Order on Merchandising 
Of Practical Nurse Course 


On October 5, the Federal Trade 


Commission disclosed its issuance 
of an order against Harry A. 
Burch, trading as Washington In- 
stitute of Practical Nursing in 
Seattle. The order, to which Mr. 
Burch consented, prohibits misrep- 
resentation in the merchandising 
of a correspondence course in 
practical nursing. 

The Seattle business is required 
to stop using the word “Institute” 
in its trade name and otherwise 
representing that it is other than 
a commercial enterprise operated 
for profit. 

Other prohibitions deal with 
representations that a correspond- 
- ence course is capable of qualifying 
for state examinations for reg- 
istered or licensed practical nurses; 
that it is fully satisfactory to 
qualify for positions in hospitals, 
and that the Burch course has 
professional accreditation. 


Monsignor Smith Recuperating 
Following Recent Illness 


Rt. Rev. Msgr. George Lewis 
Smith, director of hospitals, Dio- 
cese of Charleston, Aiken, S. C., is 
now recuperating following his re- 


cent illness. Monsignor Smith was © 


taken ill shortly after the American 
Hospital Association convention, 
where he was elected a member of 
the Association’s Board of Trustees. 
Prior to his recent appointment, 
he had been serving as a delegate- 
at-large to the Association. 


C. H. Hauge, W. M. McCoy 
Named to VA Posts 


Two important appointments in 
the Veterans Administration were 
announced in October. 

Cecilia H. Hauge was appointed 
director of the Veterans Adminis- 
tration Nursing Service on October 
1, upon expiration of the second 
four-year term served by Dorothy 
V. Wheeler. Miss Hauge had been 
chief nurse at the Veterans Ad- 
ministration Research Hospital in 
Chicago since June 1953. 

In her new post, she will super- 
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379 Persons Attend Washington Meeting 


NEW OFFICERS and trustees of the Washington State Hospital Association elected at the 


roup's annua! meeting in Yakima, September 29-30, are (front row from left): Ronald H. 
Orr Paul S. Bliss, Max L. Hunt, Sister Agnes of the Sacred Heart, Catherine Griffin, Sis- 
ter M. Cyprian. Back row from left are: W. John “ag Horace Turner, Lawrence G. Trous- 


dale, Martin N. Olsen, Virgil W. Jackson, Orville 


akko. Sister Rose, newly-elected trus- 


tee, was absent when this picture was taken, More than 375 persons attended the meeting. 


Max L. Hunt, administrator of the Yakima (Wash.) Valley Memorial 
Hospital, was installed as president of the Washington State Hospital As- 
sociation at the close of the group’s annual meeting in Yakima, Septem- 


vise approximately 15,000 nurses 
assigned to 172 hospitals and 59 
outpatient clinics. A World War II 
veteran who emerged from Army 
duty with the rank of lieutenant 
colonel, Miss Hauge came to the 
Veterans Administration in Sep- 
tember 1946, as chief of the nurs- 
ing section in the Minneapolis 
branch office. 

Another important October ap- 
pointment in the VA Central office 
was that of William M. McCoy as 
director of the medical adminis- 
tration service. On October 24, he 
succeeded James A. Cunningham, 
who resigned to accept an insur- 
ance company position. 

In his new position, Mr. McCoy 
will recommend policies and plan- 
ning on (1) general administrative 
operating procedures for hospitals, 
clinics and domiciliaries; (2) med- 
ical benefits to which veterans are 
legally entitled and (3) contract 
hospitalization and fee-basis medi- 
cal and dental treatment and ex- 
amination. 

He has been associated with the 
Veterans Administration since 1946 
when he joined the agency as a 
field supervisor in the former 
branch office at Atlanta. In 1950 
he was appointed assistant man- 
ager of Kennedy Veterans Hos- 
pital, Memphis, and in the fol- 
lowing year he was made manager 
of the Veterans Administration 
Hospital, Sunmount, N. Y., the 
position he held at the time of his 
latest promotion. 


ber 29-30. He succeeds Ronald H. 
Orr, manager of the Grays Harbor 
Community Hospital, Aberdeen. 

Paul S. Bliss, manager of the 
Vancouver (Wash.) Memorial Hos- 
pital, was chosen president-elect. 

Dr. Richard D. Reekie, Spokane 
physician and a leader in hospital- 
doctor relations, made a strong 
appeal for medical representation 
on more hospital governing boards. 

“Doctors don’t want to run hos- 
pitals, but they do want to have a 
more direct voice than they. nuw 
have in most hospitals,” he said. 
“It would make for better co- 
operation.” | 

Trustee and administrator mem- 
bers of a panel on this subject of 
relationships agreed in principle, 
but were divided on whether or 
not the same end could be attained 
equally as well through liaison 
committees. 

Other new officers are: First 
vice-president, Sister M. Cyprian, 
surgical supervisor at St. John Hos- 
pital, Longview; second vice-pres- 
ident, Orville Bakko, administrator 
of Kadlec Hospital, Richland; third 
vice-president, Lawrence G. Trous- 
dale, administrator of St. Luke's 
Hospital, Spokane; and treasurer, 
Martin N. Olsen, business man- 
ager of Swedish Hospital, Seattle. 

Newly-elected trustees are: Sis- 
ter Rose, R.N., administrator of 
St. Elizabeth Hospital, Yakima, 
and W. John Dobyns, director of 
the Tacoma (Wash.) General Hos- 
pital. Other members of the board 
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of trustees are: Sister Agnes of the 
Sacred Heart, R.N., administrator 
of Providence Hospital, Seattle; 
Catherine Griffin, R.N., superin- 
tendent of Maynard Hospital, Seat- 
tle; Horace Turner, administrator 
of Deaconess Hospital, Spokane 
and Virgil W. Jackson, adminis- 


trator of Samaritan Hospital, Moses - 


Lake. 


Two Honorary Memberships 
Given at AAMRL Convention 

George Bugbee, president of the 
Health Information Foundation, 
New York City, and Dr. Edwin L. 
Crosby, director of the American 
Hospital Association, were award- 
ed honorary memberships in the 
American Association of Medical 
Record Librarians at the group’s 
26th annual meeting in Detroit, 
October 4-8. Approximately 532 
persons attended the conference. 

New officers and directors of the 
association are: President, Helen 
D. McGuire, U. S. Public Health 
Service, Washington, D. C.; presi- 
dent-elect, Eddie V. Cooksey, 
Charity Hospital of Louisiana at 
New Orleans; first vice-president, 
Dorothy L. Kurtz, Columbia-Pres- 
byterian Medical Center, New 
York City; and secretary, M. Loy- 
Ola Voelker, U. S. Public Health 
Service Hospital, Baltimore. 

Marjorie R. Quandt, former di- 
rector of the School for Medical 
Record Librarians at Chicago- 
Wesley Memorial Hospital, was 
appointed the first education di- 
rector for the association. 


Mother Cornelia, New President 
Of South Dakota Association 

Approximately 214 hospital 
administrators, department heads, 
auxiliary members and trustees 
attended the 28th annual meeting 
of the South Dakota Hospital 
Association in Mitchell early last 
month. 

One of the highlights of the 
two-day meeting was a panel dis- 
cussion on administrator, trustee 
and medical staff relationships. 
Representing the viewpoint of the 
medical staff, Dr. Arthur A. Lam- 
pert pointed out the extreme 
importance of the hospital ac- 
creditation program in the im- 


provement of patient care. Dr.- 


Lampert is a member of the medi- 
cal staffs of Bennett Memorial and 
St. John’s McNamara Hospitals in 
Rapid City. 

Sister M. Conception in behalf 
of the South Dakota League for 
Nursing urged hospital adminis- 
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trators to cooperate in the Lea- 
gue’s survey of patient reaction to 
hospital nursing care. | 

The 1954-55 officers of the state 
association include: President, 
Mother M. Cornelia, R.N., admin- 
istrator of St. Luke’s Hospital, 
Aberdeen; president-elect, R. W. 
Beckwith, administrator of Com- 
munity Bailey Hospital, Chamber- 
lain; vice-president, Sister M. 
Aloysius Ann of St. John’s Hos- 
pital, Huron; and secretary-treas- 
urer, Zella C. Messner, administra- 
tor of the Brookings (S. D.) 
Municipal Hospital. 

Trustees are: Helen McLaugh- 
lin, administrator of the Flandreau 
(S. D.) Municipal Hospital; Hor- 
ace E. Atkin, administrator of 
Community Memorial Hospital, 
Reffield; and Jack L. Rogers, ad- 
ministrator of the Sioux Valley 
Hospital, Sioux Falls. 


Howard Place, President-elect 
Of Montana Association 

Delegates to the recent Mon- 
tana Hospital Association meeting 
chose Howard Place, regional di- 
rector of the Lutheran Hospitals 
and Homes Society, Big Timber, 
as president-elect. Donald _ S. 
Showman, administrator of Ken- 
nedy Deaconess Hospital, Havre, 
was installed as president .of the 
association at the early October 
meeting in Lewiston. 

Other new officers include: 
Vice-president, Sister Ann Ray- 
mond, Billings; executive secre- 
tary, Conna May, Billings. Harold 
C. Wheeler, administrator of the 
Billings (Mont.) Deaconess Hos- 
pital, was named representative to 
the board of trustees of the Upper 
Midwest Conference, and Richard 
Lubben, administrator of the Boze- 
man (Mont.) Deaconess Hospital, 
was renamed to serve on the exec- 
utive board of the Montana Hos- 
pital Association. 


Alabama Group Names 
Fulltime Executive Secretary 

G. C. Long Jr., director of pub- 
licity and information for the State 


of Alabama, will become executive | 


secretary of the Alabama Hospital 
Association, effective January 1. 
Before accepting the state post in 
March of this year, Mr. Long 
served as a political writer for two 
Montgomery, Ala., newspapers for 
nearly eight years. 

Joe Vance, president of the Ala- 
bama_ Hospital Association, said 
that the growth of the state associ- 
ation has necessitated the employ- 
ment of a fulltime secretary. 


Hospitals Urged to Send in 
Entries for Film Festival 
Hospitals that have prepared 
films during 1954 are encouraged 
to obtain entry blanks from the 


Film Council of America so they 


may include their presentation in 
the second annual Golden Reel 
Film Festival, April 4-9, in New 
York City. 

Entries must be postmarked not 
later than midnight January 15, 
1955. 

Entry forms are available upon 
request from the Film Council of 
America, 600 Davis St., Evanston, 
Ill. 


Obstetrics, Gynecolog Congress 


To Meet in Chicago Next Month 


The sixth American Congress on 
Obstetrics and Gynecology will 
convene at Chicago’s Palmer House 
on December 13-17 under the 
sponsorship of the American Com- 
mittee on Maternal Welfare, Inc., 
and the American Academy of Ob- 
stetrics and Gynecology. This meet- 
ing is unique in that it is planned 
to afford an opportunity for doc- 
tors, nurses, public health official: 


and hospital administrators to meet 


together to discuss maternal and 
newborn care. 


Idaho, Wyoming Groups 
Elect New Officers 

New officers of the Idaho and 
Wyoming Hospital Associations 
elected at the groups’ annual meet- 
ings early last month are: 

Idaho: President, Sister Marie 
Therese, administrator, Sacred 
Heart Hospital, Idaho Falls; presi- 
dent-elect, Roy C. Stevenson, ad- | 
ministrator, Latter Day Saints Hos- 
pital, Idaho Falls; vice-president, 
Velma Morelan, R.N., administra- 
tor, General Hospital, Grangeville, 
and secretary-treasurer, John L. 
Sundberg, administrator, Caldwell 
Memorial Hospital. 

Wyoming: President, William C. 
Nichols, manager, Memorial Hos- 
pital of Laramie County, Cheyenne; 
president-elect, Earl S. Ireland, 
administrator, Memorial Hospital 
of Sheridan County, Sheridan; sec- 
retary, James Bury, Laramie; 
treasurer, James G. Carr Jr., ad- 
ministrator, Memorial Hospital of 
Natrona County, Casper. Trustees 
of the state association include the 
present officers, Mrs. Jessie Crofts, 
R.N,, administrator, Fremont 
County Memorial Hospital, River- 
ton, and Donnell Anderson, busi- 
ness manager, Hot Springs County 
Memorial] Hospital, Thermopolis. 
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Lowest Operating Expense Recorded 
The lowest operating expense in the history of Blue Cross was regis- 
tered by the 83 approved plans during the first six months of 1954. 
Operating expenses during the first half of the year represented 6.94 


Blue Cross Leader, 
Editor Dies 


John A. McNamara, former di- 
rector of the Cleveland (Ohio) 
Hospital Service Association and 
former editor of The Modern Hospi- 
tal, died at West Palm Beach, Fla., 
September 12. Mr. McNamara had 
been living in West Palm Beach 
since he retired from his Cleveland 
post in 1948. 

In 1934 Mr. McNamara left his 
editorial post to organize the Cleve- 
land Hospital. Service Associa- 
tion, which is among the first six 
Blue Cross plans in the nation and 
the first plan to enroll more than 
half of the population of its service 

area. 

Many honors were awarded to 
Mr. McNamara and his associate, 
Michael A. Kelly, for their contri- 
butions to Blue Cross and hospital 
progress. 


New York Blue Cross 
Wins Report Award 


For the third consecutive year, 
the annual report of Associated 
Hospital Service of New York 
was rated first in the health in- 
surance field in the 14th survey 
- of 1953 annual reports conducted 
by the publication, Financial World. 
A bronze “oscar of industry” was 
presented to Charles Garside, 
chairman of the board and presi- 
dent of the Blue Cross plan, in 
recognition of the award at a re- 
cent dinner in New York City. 

The report of United Medical 
Service, New York’s Blue Shield 
plan, was runner up for top 
honors. 7 


Blue Shield Commissioners 
To Meet in Miami 


The next quarterly meeting for 
Blue Shield Commissioners will be 
held in Miami, Fla., November 27- 
28. The session precedes the Amer- 
ican Medical Association Clinical 
Congress, November 29-December 
2, in Miami. 
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per cent of total income while 91.06 


per cent was spent for the hospital 
care of Blue Cross members. Addi- 
tions to unallocated plan reserves 
amounted to two per cent of the 
total income for the same period. 

In terms of dollars and cents, 
the financial experience of the 
Blue Cross plans between January 
and June 1954, reads: 


Total income... $421,718,184 


Hospital care for 

Blue Cross members... $384,036,170 
Operating expense... $ 29,259,741 
Addition to reserves... $ 8,422,273 


Monthly operation costs aver- 
aged $.240 per subscriber contract 
and $.099 per member, based on 
the average number of subscriber 
contracts and members in force. 


Blue Shield Enrollment 
Reaches 30 Million Mark 


The American medical profes- 
sion does not need federal subsidy 


‘ such as compulsory health insur- 


ance or state socialized medicine 
for the expansion of prepaid care 
because the mechanism for broader 
distribution already exists, Dr. L. 
Howard Schriver declared at a 
recent banquet honoring the 30 
millionth Blue Shield member. 

Dr. Schriver, president of the 
Blue Shield Commission, was the 
keynote speaker at the banquet in 
Omaha on October 19, which also 
marked the 10th anniversary of 
Nebraska Medical Service (Blue 
Shield). 

“Last year alone, Blue Shield 
plans paid surgical-medical bills 
for their subscribers totalling more 
than 254 million dollars,’ Dr. 
Schriver said. “Yet there is no rea- 
son why this coverage cannot be 
extended to almost every segment 
of the population.” 

When presenting a-plaque of 
membership to the 30 millionth 
member, Dr. Schriver stated: 

“In only 15. years, the doc- 
tors’ program of prepayment has 
reached membership of 30 million 
people. We are proud of that un- 
precedented growth. But the 
American public can be assured 


that we will strive for even greater 
heights.” 

Elmer T. Linstrom, a postal car- 
rier for the South Omaha post- 
office, is the 30 millionth member. 
He, his wife and five children were 
guests of honor at the banquet. 

Dr. Arthur J. Offerman, pres- 
ident of the Nebraska Medical 
Service, was given an achievement 
award for 10 years of service to 
the people of Nebraska. 


1000 PARTICIPANTS 


oe BA Md: & 


AVERAGE LENGTH OF STAY 


95 REPORTED TO THE BLUE CROSS COMMISION 


ADMISSION-STAY 


The admission rate during August 
1954 was 119 inpatients per 1,000 
members. This marks a decrease of 
three per 1,000 members over the ex- 
perience of the previous month. 

The average length of stay for hos- 
pitalized Blue Cross members in- 
creased from 7.06 days in June to 
7.24 days in July. 

Blue Cross plans provided an aver- 
age of 930 inpatient days per 1,000 
members in July. This marks a de- 
crease of 56 days per 1,000 members 
over the June experience. 


CURRENT LISTING OF 
NEW ASSOCIATION MEMBERS 


NEW INSTITUTIONAL MEMBERS 


CALIFORNIA 


Pasadena—Alta Vista Hospital 
oundation Hos- 
p 
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INDIANA TENNESSEE 
Wolf Lake—Luckey Hospital Campbell Clinic Hos- 
p 
MINNESOTA TEXAS 
Aitkin—Aitkin Community Hospital Wills Point—Baker Clinic-Hospital 
MISSISSIPP! VIRGINIA 
Corinth—Corinth Hospital Norton—Park Avenue Hospital 
WASHINGTON 
MONTANA 
Polson—Hotel Dieu Hospital! Seattle—University Hospital 
WISCONSIN 
NEW JERSEY 
Toms River—Community Memorial Hos- Milwaukee—St. Francis Hospital 
PERSONAL 


OKLAHOMA 
El] Reno—Park View Hospital 


SOUTH CAROLINA 


Winnsboro — Fairfield County Memorial 
Hospital 


Allen, George C.—Adm. Res.—Provident 
Hospital and School—Chicago. 
Anderson, Robert A.—Supt.—Wyoming 
County Community. Hospital—Warsaw, 


Beales, Edward H.—Asst. Adm.—Mercy 
Hospital—Parsons, Kan. 


P.9170 Harris Single. 
Lumen Mercury- 
Weighted Tube for 
intestinal intubation. 

Carried down by gravity, 

not dependent on peri- 
stalsis. Smaller, softer — 
single lumen devoted 
solely to suction— 
avoids many technical 
difficulties. 14 and 16 Fr. 


The finest quality 
Intestinal Tubes 
are made 


f by Pilling 


Double-Lumen Tube 
for small intestinal in- 
tubation. With balloon Ka, 
proximal to perforated ‘a 
metal end. In several 
styles for special uses. “ar 
Complete range of sizes: 
12, 14, 16, and 18 Fr. # 
Write for full details. lde's 

i 


P-9148 Abbott-Rawson 
Double-Barrelled Gastro- 
Enterostomy Tube for 
earlier, more adequate feeding 
of the patient even while the 
keptempty. Double 
lumen—permittin simul ta- 


Order direct from 


GEORGE P, 
3451 WALNUT STREET + PHILADELPHIA 


Byrd Jr., John B.—Hosp. Adm. Officer— 
Veterans Medical Teach- 
ing Group Hospital—Memphis. 

Cadmus, Dr. Robert Randall—Dir. & Prof. 
of Hosp. Adm.—North Carolina Me- 
morial Hospital—University of North 
Carolina—Chapel Hill, N. 

Coons, Mrs. Sheldon R.—Member of the 
Women’s Auxiliary—Ossinin (N. YO 
Hospital—Division of the helps Me- 
morial Hospital. 

Crook, George W.— Asst. Pers. Off.—Vet 
erans Hospital—Chilli- 
cothe, Ohio. 

Currie, Col. Howard F.—Chief—Armed 
Services Medical Procurement Agency— 
Brooklyn. 

DuMoulin, Rockwell King—Regional Con- 
sulting Arch.—Institute of Inter-Amer- 
ican Affairs—Public Health Division— 
Washington, D. C. 

Ekker, Helen-—-Exec. Hskpr -—Hood River 
(Ore. ) Hospital. 

Hart, George R. —Adm.—Habersham Coun- 
ty Hospital—Demorest, Ga. 

Hennessey, Thomas F.—Adm. Res.—Malden 
(Mass.) Hospital. 

Holmen, Robert A.—Med. Adm. Field Rep. 
—Veterans Administration Area Medical 
Office—Boston. 

Klein, Dr. Irving F.—Med. Supt.—Sea 
View tater Island, # 

Krusor. William A.—Asst. Adm.—St. Mary's 
Hospital— Winfield, Kan. 

Lavoie, Norman D.—Adm. Off.—Veterans 
Administration Hospital—Brooklyn, N.Y. 

Mann. H. G.—Adm.—Memorial Hospital 
of Martin eS Texas. 

Nicolary, Lt. C. W.—Exec. Off.—U. S. 
Army —Sort Ala. 

Nouri, Clement J.—Pers. Dir. —St. Luke’s 
Hospitals—Milwaukee, Wis. 

Poehler, James L.—Stores Supv.—Holyoke 
(Mass.) Hospital. 

Potorski, Joseph J.—Asst. Dir—Ellis Hos- 

Rives, James W.—Adm.—Carlinville (II.) 
Area Hospital. 

Schulman, Seymour—Adm.—City of Hope 
Medical Center—Duarte, Calif. 

Sister Mary Borgia—Adm — St. Francis 
Hospital—Hamtramck, Mich. 

Stevens. H. C.—Adm. Asst.—Memorial Hos- 
pital—Houston, Texas. 

Stitzel Paul J.—Bus. Mgr.—St. Thomas 
Hospital—Akron, Ohio. 

Streitz, Lt. James P.—Asst. Contr.—Brooke 
Army Hospital—Brooke Army Medical 
Center—Fort Sam Houston, Texas. 

Thomas Drew J.—Fxec. Dir.—Nathan Lit- 
tauer Hospital—Gloversville, N. Y. 

Thorniley, Ethel Willa’d—Med. Rec. Librn. 
—Mercy Hospital—San Diego, Calif. 

Title, Monroe M.—Asst. Dir.—Brent Gen- 
eral Hospital—Detroit, Mich. 

Wilderman, Leo C.—Campaign  Dir.— 
Charles A. Haney & Associates—Newton- 
ville, Mass. 

Ziegler. Brvan W.—Asst. Adm.—Port Huron 
(Mich.) Hospital. 


NEW AUXILIARY MEMBERS 


Norwalk (Conn.) Hospital Volunteers. 

Women’s Auxiliary Louis A. Weiss Me- 
morial Hospital, Chicago. 

Central Hospital and Foundation Women’s 
Auxiliary, Clifton, Ill. 

s Council on Volunteers, Duluth, 

The Burlington County Hospital Auxiliary, 
Mt. Holly, N. J. 

“OO (N. Y.) Memorial Hospital Aux- 

ar 

Woman’ s Auxiliary of Mary Imogene Bas- 
sett Hospital, Cooperstown 

Women's Auxiliary of St. Joseph's Hos- 
pital, Elmira, N. 

The Ladies Auxiliary of U. S. Public 
— Service Hospital, Galveston, 
exas 

Brining Memorial Women’s Hospital Aux- 
iliary, Dayton, Was 

Women’s Auxiliar of St. Joseph Hospital, 
Fairbanks, Alaska 

Vancouver Women’s Guild to Caieren's 
Hospital; Vancouver, B. C., Can 


Medical staff organization 
in the small hospital 


(Continued from page 81) 


the staff on the basis of ability to 
give the best care for the patient 
and are covered in part in the 
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“Before purchasing any incubators, 
: those in charge 
of care 

sonia carefully appraise all 

the available types... 


Only the ISOLETTE provides all these lifesaving features: 


Precisely regulated temperature, humidity and oxygen — 
“The Chapple incubator and isolation unit (The Isolegte) 
provides temperature, humidity and oxygen control and 
filtered outside air within a chamber which is kept con- 
stantly closed.’"* “This incubator...has many advan- 
tages .. . visibility, the maintenance of a constant tem- 
perature and high humidity and the ease of caring for 
the baby without — it or altering the ¢ environ- 
mental conditions greatly .. 


“excellent mechanical controls”’—‘The incubator which 
we have found most efficient is the Isolette .~ . the 
atmosphere within the unit can be kept at a constant 
temperature and humidity . . . it affords excellent visi- 
bility ... (and) ease of handling the patient... 


“By placing the baby in an Isolette...he can be pro- 
tected from respiratory infections which might be lurk- 
ing in the doctors and nurses who are in attendance.” 


Useful: as an isolation unit —‘‘Individual air-conditioned 
incubators in which strict isolation is maintained at all 


times may be utilized for either the nonsuspect or the 
suspect infants .. . It may even be possible to omit an 
isolation nursery...” 


Protection from cross-infection by forced air circulation 

,.. individual isolation provided by Chapple's bed pro- 
tected the baby from dangers of cross-infection . . . the 
infant is surrounded by conditioned fresh air drawn 
directly from outdoors and is further protected from 
all droplet infection . .. We now have four of the old- 
type Chapple beds and eight of the new-type ‘Isolettes’ 
and have at list achieved the ideal for which we aimed.” 


High humidities without temperature variation—“‘In the 
forced air circulation type of incubator . . . it is possible 
to raise the humidity as high as 95% without varying 
the temperature within the incubator.” 


lce chamber ‘‘or cooling . it is often overlooked that 
cooling may be equally as important (as warming) .. . 
Incubators ¥ ith a forced air circulation system can lower 
the temperarure effectively...” 


“Such incubators are expensive but certainly no more so than 
many another piece of hospital equipment dat contributes to 


the saving of lives. 


the SOLE TTE 


‘the AIR-CONDITIONED Incubator 


/ ALR-SHIELDS, INC 


1. Lull, C. B., and Kimbrough, R. A.: Clinical Obstetries, Philadeiphia, 
J. B. Lippinéott Company, 1953, pp. 633, 634 

2. Hess, J. H., and Lundeen, Evelyn C.: The Premature Infant, ed. 2, 
Philadelphia, J. B. Lippincott Company, 1049, p. 43. 

3. Davis, M. E., and: Sheckler, Catherine E.: DelLee’s Obstetrics for 
Nurses, ed. 15, Philadelphia, W. B. Saunders Company, 1951, 
p. 506. : 

4. Gross, R. E., and Ferguson, c. C.: Surgery in premature babies: ot- 
servations from 150 cases, Surg., Gynec. & Obst. 95:631, 1952. 


There is no other incubator “just like the ISOLETTE”’ 


5. Gross, R. E.t The Surgery of Infancy “ Childhood, Philadeiphia, 
W. B. S@unders Company, 1052. p 

6. Standards and Recommendations for ° Care of Newborn In- 
fants, Bvyanston, Illinois, Amertean Academy of Pediatrics, 
1954, p. 58. ; 

7. Ciifferd, 8. H.: Infections of the newborn and premature infani, 
Penna. M. J. 53:25. 1950. 

Dancis, J., and Cardullo, H. M.: 
ind. 


Incubator care of the premature 
ant, Pediatrics 6:492, 1050. 


—regardless of price or superficial resemblance 
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? There i is More SS 


Fund-Raising 
Than 


Raising Funds / 


In a community, where 
there is a recognized need 
for the construction of hos- 
pital facilities or those of a 
nurses’ home, the first ques- 
tion to arise is, “How can 
we raise the needed funds?” 
The next, “Can we raise an 
amount sufficient to meet the 
needs for the present and 
future with the hearty co- 
operation, good will and 
continuing support of the 
community?” 


Raising funds is a man- 
size job.-It requires among 
many things thorough re- 
search in the community .. . 
an intelligent understanding 
of the need ... and a well 
planned approach to the 
solicitation of funds involv- 
ing the full cooperation of 
the public as participants in 
the entire program. | 

To Ward, Wells, Dresh- 
man & Reinhardt, with over 
43 years of experience, have 
come many “needs” and the 
direction of many campaigns 
with objectives fully raised 
or substantially surpassed. 
Because this firm recognizes 
that “there is more to fund- 
raising than raising funds” 
many hospitals and com- 
munities have found in our 
service a most satisfactory 
answer to their financing 
problems. 


At your request—consultation 
promptly arranged with Hos- 
pital Boards and Administra- 
tors, without cost or obligation. 


WARD. WELLS, DRESHMAN 
& REINHARDT 


BUREAU OF HOSPITAL FINANCE 


30 ROCKEFELLER PLAZA NEW YORK 20, W. Y, 
Telephone Circle 6-1560 | 


CHARTER MEMBER OF THE AMERICAN 
ABBOCIATION OF FUND-RAISING COUNSEL 
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staff rules and regulations. 

Special committees may be ap- 
pointed as needed. One man each, 
however, is appointed to exercise 
some supervision over anesthesia, 
laboratories, etc. : 

We do not feel that the joint 
conference committee is wise as 
a fixed feature. The governing 
body of the hospital consists en- 
tirely of laymen, and any staff 
physician is welcome to attend 
their meetings as an interested 
listener. The staff is consulted if 
need be to help the governing body 
make a decision, and thus the gov- 
erning body keeps the respect of 


the medical staff. 


The hospital administrator may 
attend a staff meeting upon her 
request or at the invitation of the 
staff, if joint conference is needed 
to solve a common problem. 

The medical staff thus conducts 
itself on an “all for one, and one 
for all” basis. A matter involving 
the governing body, administrator 
or medical staff may become 
everyone’s problem insofar as each 
is able to help. They always keep 
in mind the fact that the governing 
body is all-powerful. The medical 


staff must and does keep complete’ 


control of its own members. As the 
hospital needs and accepts state 
and national inspection and super- 
vision, the medical staff. polices 
itself. It should never become nec- 
essary for anyone outside of a 
medical staff to step in and regu- 
late that staff. 

Despite the fact of weekly meet- 
ings, they are pertinent, modern 
as to topic and entirely scientific. 
The inevitable digression into so- 
cial or economic subjects usually 
is exhausted during the actual 
lunch period. Medicine is our con- 
cern. At the meeting it is just that. 
Perfection is a human standard 
and goal, and we are trying to 
approach it by learning more 
about our work at each meeting. 

All of this is achieved by a small 
staff that keeps emblazoned in its 
mind the ultimate reason for its 
existence—that everything is done 
for the best interest of the patient. 
In a small hospital, this means 
that one man’s patient must be 
every man’s patient. It means 
burying the most reprehensible 
factor in medicine — professional 
jealousy. It means being com- 
pletely honest, and, moreover, it 


means that the medical staff must 
not place itself on a pedestal. 

Any small medical staff can 
organize efficiently and success- 
fully, if its desire to do so is sin- 
cere. Every small medical staff 
should organize itself: It makes 
for better order in the staff, it is 
the best means of defining each 
one’s duties and responsibilities, 
it is the only means of obtaining 
a wholesome, effective relationship 
between the medical staff, admin- 
istrator and governing body. Above 
all, the cooperative effort makes 
for the best possible means of in- 
suring the best possible care for 
the patient. | * 


Hospital association meetings 


(Continued from page 6) 


American Protestant Hospital Association— 
February 9-11; Chicago (Palmer House) 

Canadian Hospital Association—May 9-11; 
Ottawa (Chateau Laurier) 

Catholic Hospital Association—May 16-19; 
St. Louis (Kiel Auditorium) 


AHA INSTITUTES 
(NEXT 12 MONTHS) 


Institute on Nursing Service Administration 
—November |-5; Vancouver (Vancouver) 

Institute on Personnel Administration—No-: 
vember |-5; New York (Statler) 3 

Institute on Physical Therapy—November | 5- 
19; Chicago (Morrison Hotel) 

Institute on. Hospital Purchasing—November 
15-19; Chicago (Knickerbocker) 

Institute on Dietary Department Administra- 
tion—November 29-December 3; Chi- 
cago (Sheraton) 

Institute on Hospital Laundry—November 
29-December 3; Chicago (Knickerbocker}) 

Institute on Medical Records—November 29- 
December 3; Los Angeles (Statler) 

Institute for Operating Room Supervisors— 
December |-3: Omaha (Blackstone) 

Institute on Hospital Housekeeping—De- 
cember 6-10; Los Angeles (Hotel Statler) 

Institute on Hospital Law—December 13-17; 
Chicago (Knickerbocker) 


1955 


Institute on Central Service Administration 
—January 17-20; Los Angeles (Ambas- 
sador) 

Institute for Nurse Anesthetists—January 24- 
28; Portland, Ore. (Multnomah Hotel) 

Institute on Operating Room Administra- 
tion Services—February 7-10; Tulsa, Okla. 
(Mayo Hotel) 

Institute on Financial Management—Feb. 
21-25; San Francisco (Sir Francis Drake 
Hotel 

Institute on Hospital Planning—Feb. 7-11; 
Houston (Shamrock) 

Institute for Nurse Anesthetists—February 
28-March 4; Atlanta (Dinkler-Plaza Hotel) 

Institute on Nursing Service Administration 
—February 28-March 4; Dallas (Adol- 
phus) 

Institute on Medical Record Library Per- 
sonnel—March 21-25; Houston (Sham- 
rock) | 

Institute on Nursing Service Administration 


HOSPITALS 


( We 
SS - 
| 


—March 21-25; Buffalo, Now York (Statler) | 


Institute on Engineering—April 18-22: To- 
ronto (King Edward) 

Institute on Operating Room Administration 
Services—April 18-21; Washington, D. C. 
(Sheraton-Park Hotel) 

Institute on Dietary Department Administra- 
tion—April 25-29; Boston (Somerset Hotel) 

Institute on Occupational Therapy—May |0- 
14; New York City (Hotel New Yorker) 


Institute on Credits & Collections—May 23-- 


24; Atlantic City (Dennis Hotel) 


Institute on Public Relations—June 6-10: 


Chicago (Knickerbocker) 

Institute on Methods Improvement—June 6- 
10; Pittsburgh (Webster Hall) 

Institute on Central Service Administration— 
June 13-16; Montreal (Sheraton-Mt. Royal 
Hotel) 

Institute on Pharmacy—June 13-17; Chi- 
cago (University of Chicago} 


Opinions 
(Continued from page 20) 


‘ ance of competent advisors, have 
provided excellent physical fa-- 


cilities but have found them- 
selves unable to cope with the 
staffing and supervision of the hos- 
pital. Since the emphasis on ac- 
creditation has made us all stand- 
ard conscious, it is my humble 
opinion that the major problem 
facing the boards of trustees of 
small hospitals is providing com- 
petent administration to maintain 
minimum standards. If this- ad- 
ministrative control is not self- 
motivated then it seems to me 
some further steps need to be taken 
to bring about a careful examina- 
tion of minimum standards in the 
small hospital. Most small hospital 
administrators feel that the stand- 
ards of accreditation as they now 
apply to all hospitals will be al- 
most impossible to attain by many 
of the small hospitals. It is my 
concern, however, that more ade- 
quate control be placed on reach- 
ing the minimum standards for 
nursing service in small hospitals. 

The solution to this problem adds 
dollars to the already strained 
budgets of small hospitals. I give 
this opinion as a small hospital ad- 
ministrator in the interest of pro- 
viding our patients with efficient 
nursing care. Our excuses for not 
having met these standards are in- 
valid inasmuch as we have de- 
clared ourselves publicly to be 
‘open for the business of rendering 
adequate and efficient hospital care 
to the sick.—SAMUEL JANZEN, ad- 
ministrator of Kiowa County Me- 
morial Hospital, Greensburg, Kan. 
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From home fo hospital 


--or hospital to hospital 
_.. tick off the most critical 


moments in a premature's life! 


of the 


PRAGEL 


Portable 
INCUBATOR 


Provides warmth and 
oxygen when vitally 


This is the only truly PORTABLE Incubator! yet inexpensive. 


Including list of users 
and specifications. 


BROCHURE ON REQUEST 


Precious lives have been 
saved by the availability 


needed . . . indispensable 


Pragel Portable Incubators, Inc. ¢ 887 Park Ave., Baltimore 1, Md. 


Yours for the 
Asking... 


.... The 168 pages of this November issue 
of HOSPITALS contain important mes- 
sages from 98 advertisers. Each of these 
messages is an invitation for you to write 
for further information. Some furnish a 
coupon, others a brief mention of a cata- 
log or product description. 


To get the most out of this issue of the 
Journal, we encourage you to ask for 
further information from these reliable 
companies. Their help is yours for the 
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| PRO RE NATA 


JOHN H. HAYES 


If all business meetings were 
to be prohibited by law, there are 
many of us who would find our- 
selves working only ten hours a 
week. 

x * 


I am told that among advertis- 
ing people, a notice that appears 
to be a news item rather than a 
paid advertisement, is considered 
tops. 

A great many things happen 
daily in hospitals that have real 
news value. It is therefore puzzling 
why many hospitals make the news 
pages so infrequently. We can get 
a great deal of free space if we 
try, because publishers seek news. 


This is particularly true in smaller 
communities. I wonder how many 
small town daily or weekly papers 
have among their pages a “‘hospital 
news corner.” Not enough, I am 
sure, because we fail to encourage 
it. 

Pat Pending, our crackpot in- 
ventor, now says that we should 
build flower vases into the walls 
of patients’ rooms, with water sup- 
ply and drainage built in, so as to 
avoid dangerous wet spots on cor- 
ridor floors, caused by spillage 
from vases. He also thinks it is 
called a “vaze’’ if it costs less than | 
a dollar; “‘vahze’’, if more expen- 
sive. 

* 

I suppose there are times when 
the “Explosive” sign on the an- 
esthesia machine could well be 
pinned onto a hot tempered sur- 


geon, 
* * * 


I asked, in recent issue, 
whether there ever had been a 
Blue Cross Plan for dogs or other 


A FASTER—SAFER— 


MORE EFFECTIVE CLEANER | 


FOR SURGICAL 
INSTRUMENTS 
AND LABORATORY 
GLASSWARE 
RUBBER GOODS 
LINENS 


Removes 


Dried Blood 
Mucous 


Pyrogens 
Quickly 


PHYSICIANS & HOSPITALS 
SUPPLY CO., INC. 


1400 Harmon Place @ Minneapolis, Minn. 


animals. Frank Adae, of the Cin- 
cinnati Blue Cross Plan (for hu- 
mans) has dug deeply into this 
subject and has come up with the 
following: 

The Blue Cross Commission re- 
ported that there is a Blue Cross 
prepayment plan for dogs in Den- 
ver. (No information as to ma- 
ternity benefits). 

A Blue Cross Fund for animals 
was established (in England) back 
in 1912, supported by voluntary 
contributions. According to an 
article in L‘terary Digest on Nov. 
17, 1917, Blue Cross for suffering 
animals worked on the battlefields 
of the First World War. American 
headquarters were established in 
New York. The Blue Cross officers 
‘insisted on injured dogs being 
sent to hospitals. There were 12 
base hospitals in France, supply 
depots and branch hospitals.’ They 
included the care of all animals of 
all allies. After hospital treatment 
horses were sent to “Blue Cross 
pastures” for convalescence. 

Thank you, Mr. Adae. I think we 
have now covered the subject. I 
assume that there were no 
“extras” of any kind, even for 
private kennels or stalls. In those 
days Blue Cross went to the dogs. 
Happily that is far from being so 


today. . 
® 


A great deal of the information 
that we develop about patients is 


for statistical purposes only and 
has nothing to do with getting 


them well. 


x * 


In the new Senate bill ap- 
propriating Hill-Burton. monies, 
among other things money can be 
given for rehabilitation services. 
This refers to people. I have long 
contended that Hill-Burton money 
could well be given for rehabili- 
tating old, fire-trap hospital build- 
ings. 

It is easier to rehabilitate peop! 
in a rehabilitated hospital. 

x & ® 


As they keep making atomic 
weapons more and more deadly, 
our civil defense instructions and 
drills become more and more 
futile. 

& 

I suppose the time will come 

when it will be necessary to pro- 
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 Alaxative of choice for 


Phospho- Coda 


4 teaspoonfuls or more 
before breakfast. 


Aperient or Mild Laxative: 2 tea- 


; dicated, before other meals. 


“Administer in one-half glass of 
water, followed by second glass. _ 


Phospho-Soda (Fleet) is a solution 
containing in each 100 cc. sodium > 
biphosphate 48 Gm. and 


phosphate 18 Gm. 


For economy .. . The Hospital Gal- 
lon...now available from your 
dealer or direct. 


‘Phospho-Sodo’ and ‘Fleet’ are registered 
trademarks of C. B. Fleet Co., Inc. 


C. B. FLEET CO., INC. 
LYNCHBURG, VIRGINIA 
_NEW—Gentle . . . Prompt .. . Thorough 
The FLEET ENEMA 
in the “squeeze bottle” disposable unit — 
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"spoonfuls before breakfast or, if in- | 


vide television for all hospital pa- 
tients. In America, yesterday’s 
luxury becomes tomorrow’s neces- 
sity. Then we might develop spe- 
cial TV programs for hospital pa- 
tients only. Turnabout is fair play: 
Some of today’s programs could 
make hospitalization necessary. 


PICTURESQUE HOSPITAL SPEECH: 
“The patient took the hospital 
bill without an anesthetic.” 


2 


Years ago, hospital bookkeeping 
for patients consisted of three or 
four items—-room, operating room, 
x-ray, and possibly laboratory for 
some special work. Today the num- 
ber of charge items can be almost 
10 times as great. To further com- 
plicate matters, some items are 
covered or partly covered by in- 
surance which the hospital col- 
lects. No wonder patients are 
sometimes confused. 

It all adds up to this: The best 
hospital prepayment is that of a 
service contract; and the big job 
for hospitals, doctors and the pub- 
lic is to keep the cost of the service 
contract within the financial reach 
of the majority of the people. 


* * 


In a good hospital, in an emer- 
gency there’s always room for one 
more. 

* * 

Almost 65 per cent of the non- 
profit general hospitals now have 
blood banks—another proof that 
hospitals always find the means to 
meet the demands caused by ad- 
vances in medicine. A blood trans- 
fusion not so long ago was con- 


sidered a last resort. Today it often 


can be merely a valuable tonic. 


~ * 


Patients ought to have more to 
say about whom they want to visit 
them. At times I think the patients 
are more considerate of visitors 
than visitors are of patients. 


Plaint of the Hospital Accountant* 


I never use the purple ink. 
The figures are all red ones. 
With all our business I should think 
We ought to be ahead once. 


*With unnecessary apologies to 
Gelett Burgess. 


Identified by the BLUE FIBERGLAS BACK 


How a ‘Sexauer’ Easy-Tite 
faucet washer costing pennies 
can save you $115.22 a year! 


A tiny, 1/32” faucet leak wastes 
95,040 gallons—$24.14* worth—of 
water yearly. 

Hot water leakage is even costlier 

. Fuel waste adds upward to 
$91.08** more to the loss. Total down 
the drain: $115.22 

And this is the dollar loss caused - 
by only one pinpoint leak! 


Fuel Waste Water Waste | Tetal Waste 
(792 gals.) **8$91.08 $24.14 $115.22 
Coal (9,879 ibs.) 88.91 24.14 113.05 
Gas (84,411 cu. ft.) 84.81 24.14 108.95 


*Water costs (figured at $1.90 for 1,000 eu. ft.) av- 
thenticated by Hackensack Water Co. **F uel coats 
authenticated by American Gas Association 


Save money; cut costs; stop leaks 
with dependable‘ Sexauer’ Easy-Tite 
faucet washers. 

Built like a tire with Fibergias reinforcement 
Kasy-Tite faucet washers are made 
of a special du Pont product, instead 
of rubber, and reinforced with Fiber- 
glas. The result is a washer that re- 
sists the closing squeeze that splits 
and mushes ordinary washers. And 
Kasy-Tites withstand destructive 
heat (up to 300° F. by test). These 
features explain why ‘Sexauer’ Easy- 
T ites outwear ordinary faucet washers 
6 tol! 

By avoiding labor on those 5 addi- 
tional repairs, Easy-Tites cut to- 
day’s high maintenance costs 834%! 
But Easy-Tites not only save water, 
fuel, labor; they also prolong the 
life of expensive fixtures. 


FRE CATALOG Easy-Tite faucet washers 

are just part of the line of over 3000 
‘Sexauer’ Triple-Wear plumbing repairs parts 
and patented precision 
tools. 

Get complete infor- 
mation on Easy-Tites 
and other cost-cutting 
‘Sexauer’ materials. 
Send for our FREE, 
new, 118 page Catalog 
H. Fill in and mail the 
coupon today. 


A. Sexauer Mfg. Co., Inc., Dept. R-114_ 
| 2503-05 Third Ave., New York 51, N.Y. 
| Gentlemen : Please send me a copy of your FREE, 
| new, 118 page Catalog H. 1 
My name. Title. 
Institution 
| 

City State. 
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STATEMENT OF THE OWN- 
ERSHIP, MANAGEMENT, AND 
CIRCULATION REQUIRED BY 
THE ACT OF CONGRESS OF 
AUGUST 24, 1912, AS AMEND- 
ED BY THE ACTS OF MARCH 
3, 1933, AND JULY 2, 1946 (Title 
39, United States Code, Section 233) 


OF HOSPITALS, published Monthly 
at Chicago, Ill., for Oct. 1, 1954. 


1. The names and addresses of the pub- 
lisher, editor, managing editor, and business 
managers are: 


Publisher: American Hospital Association, 
18 FE. Division St., Chicago 10. 


Editor: Edwin L. Crosby, M.D., 18 E. 
Division St., Chicago 10. 


Managing editor: David T. Riddell, 18 E. 
Division St., Chicago 10. 


Business manager: Bremen I. Johnson, 18 
EK. Division St., Chicago 10. 


The owner is: (lf owned by a corpora: 
tion, its name and address must be stated and 
also immediately thereunder the names and 
addresses of stockholders owning or holding 
1 percent or more of total amount of stock 
If not owned by a corporation, the names 
and addresses of the individual owners must 
be given. If owned by a partnership or other 
unincorporated firm, its name and address, as 
well as that of each individual member, must 
be given.) 


American Hospital Association, 18 E. Divi- 
sion St., Chicago 10. 


Edwin L. Crosby, M.D., 18 E. Division 
St., Chicago 10 (Director), 


Frank R. Bradley, M.D., Dir., Barnes 
Hospital, St. Louis 10, Mo, (Pres.). 


John N. Hatfield, Supt., Passavant Hos- 
pital, Chicago, Ill, (Treas.). 


The known bondholders, mortgagees, 
es other security holders owning or holding 
1 percent or more of total amount of bonds, 
mortgages or other securities are: (If there 
are none, so state.) NONE 


4. Paragraphs 2 and 3 include, in cases 
where the stockholder or security holder ap- 
pears upon the books of the company as 
trustee or in any other fiduciary relation, the 
name of the person or corporation for whom 
such trustee is acting; also the statements in 
the two paragraphs show the affiant’s full 
knowledge and belief as to the circumstances 
and conditions under which stockholders and 
security holders who do not appear upon the 
hooks of the company as trustees, hold stock 
and securities in a capacity other than that 
of a bona fide owner. 


5. The average number of copies of each 
issue of this publication sold or distributed, 
through the mails or otherwise, to paid sub- 
scribers during the 12 months preceding the 
date shown above was: (This information is 
required from daily, weekly, semi-weekly, and 
triweekly newspapers only.) 


BREMEN I, JOHNSON 
Business Manager. 


Sworn to and subscribed before me this 
22nd day of September, 1954, 


[SEAL] 
BEULAH DEEKEN 
Notary Public, 


(My commission expires February 19, 1958.) 
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A. Classifications: Classified advertis- 
ing accepted to run under the follow- 
ing headings: 1—Services; 2—In- 
struction; 3—Wanted; 4—For Sale; 
5—Positions Wanted; 6—Positions 
Open; 7—Miscellaneous. 


B. Transient Rate: Twenty cents a 
word; minimum charge $3.50 per 
insertion. 

C. Contract Rate: Six-point body 
lines, 13 pica columns, $1.00 per line; 
eight-point display lines $1.20 per 
line. Five per cent discount for six- 
insertion contracts wth no change of 


copy. 


FOR SALE 


DAHLBERG coin - operated PILLOW 
RADIOS for sale. very. little used, guar- 
anteed $35.00 each F.O.B. Wm. G. Stevens, 
820 No. Shore Dr., Miami Beach 41, Fla. 


Complete GENERAL HOSPITAL, ap- 
proved 50 beds, in Southern California 
with unlimited and future expansion 
program. For details to bona fide buyer 
only. Address Box F-64, HOSPITALS. 


ORANGES, GRAPEFRUIT, rove fresh, 
uncolored, juiceful, individually selected; 

; bushel, fob’ groves, satisfaction 
guaranteed; RIOLEMHOS, PALATKA, 
FLORIDA. 


WANTED 


FACTORY WANTS ITEMS TO MANU- 
FACTURE on royalty basis or outright 
urchase. 
lectrical or mechanical devices preferred. 
Complete manufacturing facilities and 
ample capital available. If item is presently 
ing manufactured, will consider pur- 
chase of designs and tools. Address Box 
F-38, HOSPITALS. 


SERVICES 


THE ABBOTT REFERENCE REGISTRY 


—a lifelong service to professional and 
technical personnel. 


Protect yourself from sudden loss of a 
reference source. Protect reference 
sources from repetitive inquiries. Wheth- 
er seeking employment now or not, reg- 
ister your references with our nation-wide 
organization. a files; rapid trans- 
cript service. Inquire Hobart, Indiana. 


POSITIONS OPEN 


CLINICAL INSTRUCTOR AND SUPER- 
VISOR FOR PEDIATRIC UNIT—115 beds. 
400 bed hospital. Approximately 25 students 
assigned to unit every three months. B.S. 
degree with major in pediatrics or nursing 
education desired. Total school enrollment 
200 students. Affiliated with Drake Univer- 
sity. Apply Director of Nursing, Iowa 
Methodist Hospital, Des Moines, Iowa. 


PHYSICAL THERAPIST—dqualified, need- 
ed to take charge of department for 224 


bed general hospital. Salary. open, liberal. 


personnel licies. Apply Administrator, 
St. Luke’s Hospital, Newburgh, N. Y. 
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CLASS PVERTISING 


The Medical 


Burear 


M. BURNEICE LARSON—DIRECTOR 


PALMOLIVE BUILDING CHICAGO 


ADMINSTRATORS: (a) To succeed ad- 
ministrator retiring after tenure of many 
years; teaching hospital, general, 350 beds; 
large city, seat of several important edu- 
cational institutions; Pacific Coast. (b) 
One of country’s leading hospitals oper- 
ated by important university as its teach- 
ing hospital; one who has demonstrated 
capacity to administer large hospital 
required. (c) Medical director and asso- 
ciate superintendent; 700-bed teaching 
hospital; large ony. important medical 
cénter. (d) Teaching hospital, general, 
450-beds, considered one of leading in its 
section of the country; educational center, 
200,000; $20,000 up. (e) New general hos- 
pital, 250 beds, currently under construc- 
tion; completion October 1955; preferably 


one available for completion of construc- 


tion, purchasing, organizing of staff: south. 
(f) Voluntary general hospital, 200 beds; 
expansion program; New England. (2g) 
Community hospital; present capacity 75; 
expansion program to 175 beds; college 
twon, Midwest. (h) Assistant administra- 
tor; medical center, 700 beds; $7500. (i) 
Assistant director in charge of clinics; 
600-bed teaching hospital; degree, experi- 
ence required; $8-$12,000. Hil-1. 


ADMINISTRATORS. (women): (a) Vol- 
untary hospital, 125 beds; minimum 
$7200; Pacific Northwest. (b) General 
hospital, 50 beds, currently under con- 
struction; resort town. South. H11-2. 


ANESTHETISTS: (a) Chief; 300-bed 
general hospital; expansion program: 


university city, Midwest. (b) General : 


hospital, 250 beds; college town, California. 
(c) Two; new voluntary general hospital, 
350 beds: department directed by medical 
anesthesiologist; university center, South. 
(d) Two; 350-bed hospital: medical anes- 
thesiologist in charge; East. H11-3. 


DIETITIANS: (a) Chief dietitian or food 
supervisor; beautiful new hospital, 350 
beds; affiliated medical school; West: mini- 
mum $6000. (b) Chief, university hospital, 
300 beds; plans completed for new medical 
center including hospital of considerably 
greater capacity; South. (c). Chief dieti- 
tian; 375 bed teaching hospital; on 
university campus; medical center, Mid- 
west; $6000, perquisites. H11-4. 


DIRECTORS OF NURSING: (a) General 
hospital, now under construction; com- 
pletion July: preferably one available 
January: 250 beds increasing gradually to 


700; South. (b) General 300-bed hospital, 


operated under American auspices, for- 
eign country; competent organizer, 
Master’s degree; $13,200-$14,400. (b) Head, 
department of nursing, college for women; 
East. (d) Voluntary general hospital, 200 
beds; delightfully located in leading city, 
foreign country: knowledge of French 
required. (e) Nursing service: one of 
country’s leading teaching institutions: 
collegiate school under direction of dean 
of nursing, outstanding person required. 
(f) Nursing service; new tuberculosis 
hospital, university town, Midwest: mini- 
mum $6500. H11-5. age | 


EXECUTIVE HOUSEKEEPER: Large 
teaching -hospital; 150 housekeeping per- 
sonnel; man or woman; East. H11-6. 


EXECUTIVE PERSONNEL: (a) Comp- 
troller, office manager and personnel di- 
rector; general hospital, now under con- 
struction; completion July; preferably 
candidates available January; beds 
increasing gradually to 700; South. (b) 


‘Personnel director; large teaching hos- 


pital: Midwest. (c) ood supervisor: 
rs hospital, 350 beds; idwest. 


FACULTY POSTS: (a) Educational di- 
rectors for South America; pediatric and 
psychiatric instructors for razil, India; 
nursing arts for Jordan. (b) Director, 
vocational nursing progam; college affili- 
ation; attractive location, Pacific Coast; 
$500-$750. (c) Educational director; large 
general hospital; New England; $6000. 
(d) Nursing arts, obstetrics, pediatric in- 
structions; university department of nurs- 
ing; Southwest. H11-8. 


RECORD LIBRARIAN: (a) Chief; general 
hospital, 450 beds; large city, Midwest; 
$5400 increasing to $6400. (b) Chief; 400-bed 
hospital, affiliated medical school; East; 
$5-$6,000. H11-9. 


SUPERVISORS: (a). All departments; 
voluntary general hospital currently un- 
der construction; come July; 250 
beds increasing gradua ly to 700; South. 
(b) Evening; university hospital operated 
under American auspices; Near East. (Cc) 
room; voluntary general hos- 
pital, 350 beds; service mainly surgery: 
medical center, Midwest; $5000. (d) 
Pediatric and psychiatric; new 550-bed 
general hospital; affiliated medical school; 
Southwest. (e) Medical and _ surgical; 
small hospital; residential town near San 
Francisco. (f) Obstetrics; general 250- 
bed meeprtes: university town, Midwest; 
$4500. H11-10. 


OUR STI*n VEAR 


WooDWARD 
val Arsonned ‘Bureau 


FORMERLY ATNOES 
3rd flooreiBS N.WABASH AVE. 
 CwHICAGO 
S®ANN WOODWARD Director 


ADMINISTRATORS—(a) Lay or medical; 
500 bed hosp; MW city of 200,000; sal. 
open (b) Lay; lge Calif hosp; bachelor’s 
degree with good acctg background de- 
sired (c) Lay; vol gen’l nose, 100 beds; 
lovely twn nr metropolis; (d) Lay; 
gen'l hosp in last stages of construction; 
250 beds; immediate appt; coll twn 100,- 
000 (e) Lay: import Med. center; 2 units; 
400 beds; teach prog: residential twn 
40,00 nr metropolis; (f) Lay; 125 bed 
vol at hosp; county seat 40,000; MW 
(g) xec vice-pres; assoc; 
req’s man of nior Exec caliber with 
hosp legislative and organization exper; 
hdatrs city. 


ADMINSTRATORS—Woman: (a) Small 
Va. hosp; sal open (b) 38 bed New Eng 
a twn 5,000; sal open (c) Gen’l hosp; 
75 beds; lovely univ twn 30,000; SW (id) 
70 bed Ky noe: cooperative bd (e) Vol 
gen’l hosp; 50 beds; sal open; living qtrs 
avail in hosp; county seat twn; Mont (f) 
90 bed; Calif ae (@) Ass’t; 130 bed; 
vol gen’l hosp; S. in Nurs’g req'd; 
oppty later assume full chge; Carolina. 


ADMINISTRATORS—Business Managers: 
(a) Under 40; excel clinic: Pacific NW 
(b) Import outpatient clinic; to $12,000; 
univ twn 120,000. Mid-west (c) 9 man 
grp; air cond clinic; beaut Fox River val- 
ley twn; 1 hr from Chgo (d) 5 man grp: 
Missouri. 


ADMINISTRATORS — Miscellaneous: (a) 
Comptroller, resp acct’g, credit and col- 
lections; req’s deg in Hosp Adm, Bus 
Adm or acct’g; 500 bed hosp mid-west (b) 
Personnel and Public Relations mer: ex 
in indus pers, as well as hosp pers req'd; 
lg hosp mid-west; high’ caliber man will 
find broad scope of oppty (c) Personnel 
Director and Admitting Officer; new post: 

bed hosp: approx 500 employees: coll 
twn, SE (d) Personnel -Manager; 7 empl in 
personnel dept; to 1800 employed in hosp; 
mid-west; to $8,000. 


ADMINISTRATORS—Purchasing Agents: 
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WOODWARD MEDICAL 
PERSONNEL BUREAU 
(Continued ) 


(a) New gen’'l hosp; 260 beds; Calif (b) 
250 bed hosp; mid-west. 


bds; oppty do ance W 
totalling 80% collections; en A ye & coll 
twn; -Central. (b) A rv'd 200-bd gen 
hosp; to $6000; twn 7000; Carolinas. (c 
Vol gen hosp 120 bds; gd sal; noted § 
med center. (d) By 2 man clin fri surg 
rf at sm gen hosp & med TBc 


osp; Alaska. 
DIETITIANS: (a) wees 500 ,000 


$6000 ; y 400,000; sz (oy modern 
& well ye dept; new 130 bd vol 

hosp; excel facil; $6000 min; univ oy; 
SW. (c) Chief; 2 assts; new 200 bd gen 


hosp; all electric kitchen; attrac resort . 


twn; Fla. (d) Admin food serv mgr; lige 
gt gen hosp; $5400 start; attrac city 


DIRECTOR OF NURSES: (a) Nurs serv 
& ed; teach'g hosp 400 bds; $4200, full 
mtce; univ city; idE. (b) Nurs serv & 
ed; well known igs gen hosp; 150 stud in 
temp NLNE a hey sch; to $10,000; out- 
stand'g . (ec) 450 bd univ 
excel faci . (ad) Nurs serv; faculty 
appt, coll ‘affil nurs sch: ‘lge univ 
hosp; resort twn 75,000; sw 


EXECUTIVE HOUSEKEEPERS: (a) To 
also serve as ldry manager; super 20 
poopie: med sized gen hosp; $500 start; 

(b) Lge gen hosp; 1 bd addition 
opening soon; univ city; MW. 200 bed 
gen .& TBe ‘hosp; ere JCAH; mtce 
avail; resort city; SW. 


FACULTY APPOINTMENTS: (a) Asst 


dir, nurs ed; apprv’d 200 bed hosp; 45 EDUCATIONAL DIRECTOR—200 student 
students; to ; attrac coll twn 20,000; school, affiliated with Drake University; 
E. (b) Assoc ed dir; NLNE accred sch; 250 400 bed, fully appreves. non-profit hospi- 
gen hosp; to $6000; twn 75,000 nr univ med tal; includes Re . ow pediatric unit; desire 
center; MidE. (c) Nurs arts instr as head rson with M moe in nursing educa- 
of dept; 200 students; 200 bd gen hos ion; will acce) ~ B.S. with successful ex- 
$4500; univ twn; MW. (d) Clin instr in perience; work with select, enthusiastic, 
OB; 160 stud in temp NLNE accred sch; stable student body with predominantly 


300 bd gen hosp; to ; attrac univ city rural backgrounds; salary. open; 40 hour 

000; . E. work week; 22 working days; vacation, 

sick benefits; ition available immedi- 

SUPERVISORS: (a) OR; teach’g req'd pp irector of Nursin Iowa 
fully apprv'd 300 bd gen ‘hosp; Calif. th) Dest Moines, owa. 

OB; admin 35 bd unit w/40 bass; new 300 

ae = hosp; resort twn nr NYC. (c) NURSE ANESTHETISTS for 150-bed gen- 

procedures pr mo in air cond eral hospital; four nurses, full time M.D., 

surg suite: — of 30; lge gen hosp; twn all agents and techniques; one month's 

— vacation; two and one-half hours from 


Boston and New York. Write G. J. Carroll, 
M.D., Chief of Anesthesia Department, 
William W. Backus Hospital, Norwich, 
Connecticut. 


INTERSTATE EXECUTIVE HOUSEKEEPER (Male). 700 
bed general hospital, Eastern city. Assume 


MEDICAL PERSONNEL BUREAU | responsibility for Hospital, Nurses Resi- 


ving in quarters. have 
; ability organize, supervise and train per- 
333 Bulkley Building, Cleveland, Ohio sonnel in expanding organization. Salary 
Miss Elsie Dey, Director open. Address Box F-49, HOSPITALS. 
OPERATING ROOM SUPERVISOR, 236 
bed general hospital; also NURSERY HEAD 
ADMINISTRATOR: 180 bed hospital, New NURSE, 60 bassinets, in beautiful Santa 


England. Building program in view. (b) Clara Valley; salaries open to qualified 
250 bed hospital, near Philadelphia. To parsons: peetenns working conditions, 40- 
$9600. (c) Assistant; 300 bed Michigan hos- our week. Apply Director of Nursing, 
pital. (d) Business Manager. 375 bed mod- San Jose Hospital. San Jose, California. 


ern hospital, mid-west. (e) 40 bed hospital, 
Arkansas. (f) R.N. 35-45 bed hospitals, east NURSE ANESTHETIST: 250-bed eae 


and mid-west. To $5,000 hospital. Salary $425.00 to $500.00. Vaca- 
tion, Sick leave, etc. The Ohio Valley Hee- 


DIRECTOR OF NURSING: 400 bed hos- pital, Steubenville, Ohio. 


pital, city, central state. $6,000, 

maintenance. (b) Directors, Nursing Serv- DUTY. NURSES wanted. 
ice. 100-200 bed hospitals; attractive local- oe eee Kentucky. Address, 
ities. | i F HOSPITALS. 
ANAESTHETISTS, Technicians — Labora- DIETITIAN, supervisory and _ teaching 
tory; X-ray; Pharmacists, Record Librar- duties. Salary open. 40-hour week. 3 
ians, Dietitians; Maintenance Supervisors. weeks vacation. 200 beds and school of 
Executive Housekeepers. Excellent selec- §§$nursing. Apply St. Francis Hospital, 
‘tion and salaries. ' Grand Island, Nebr. 


Central Supply. 


During Processing. 


Helps Guard Against Infectious Hepatitis. 
Protects Needle Points after use. 

Prevents Needles from Becoming Clogged. 
Efficient Method for Returning Needles to 


© Provides Method for Handling Needles 


No. NC25 $9 50 Ea. 
Lots of 6— $9.00 Ea. Lots of 12 or more $8.75 Ea. 


Send For Brochure “NA” for Full Details 


TrAAROLD 


SUPPLY CORPORATION 


Avenue Mew Tor® \\ 


with the 
Applegate System 


Use the Applegate marker 
. » « The Only inexpensive 
marker that permits the 
operator to use both hands 


| to hold the goods and mark POWER 
CONTAINER MADE OF STAINLESS STEEL them any Slane desired. 


USE 
APPLEGATE 
INKS 


Applegate indelible (silver base) ink is 
everlasting . . . heat permanizes your im- 
pression - the life of the cloth, contains 
no aniline d 

Xanno ind elibie ink is long lasting .. . 
does not require al 


"APPLEG ATE 


“ 


5632 HARPER AVE. CHICAGO 37, iLL. 
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FOOD SERVICE MANAGER—Full charge 
of new pay cafeteria and all food services; 
menu planning, food preparation, pur- 
chasing, cost control, sanitation, person- 
nel; meal-pack service, 300 bed modern 
hospital; salary open; vacation, sick 
leave, social security. Apply: John A. 
Rockwell, Personnel Director, The Memo- 
rial Hospital, 1501 Van Buren Street, 
Wilmington, Delaware. 


DIETITIAN—No school of nursing; no ex- 
perience necessary; menu planning; super- 
vise serving and plan therapeutic diets 
and general diets; salary $325.00 and uni- 
forms. Sister M. Melitta, Administrator, 
St. ee Hospital, 277 Jefferson Ave., 
Elgin, Il. 


Director—120 bed general hospital, muni- 
cipally owned. ill consider man or 
woman with background in medicine or 
nursing, but must have training and ex- 
perience in hospital administration. Sal- 
ary open. Apply: Hospital Board, James- 
town General Hospital, Jamestown, N. Y. 


NURSE INSTRUCTORS B.C. Civil Service 
—Provincial Mental Health Services, 
Essondale. Salary: $255-$287 per month. 
Eligible for registration in B.C., post 
graduate training in psychiatric nursing, 
preferably teaching experience in a psy- 
chiatric hospital. Apply Personnel Officer, 
B.C. Civil Service, Essondale, B. C. 


Well qualified DIRECTOR OF NURSES 
for 425 bed general hospital with school 
of nursing in midwestern town of 200,000. 
Previous successful experience essential. 
Good personnel policies: Salary open. Ad- 
dress x F-59, HOSPITALS. 


WANTED: R.R.L. for 330-bed midwest 
general hospital, in active teaching pro- 
gram. Supervisory experience and ee | 
required. Salary open. Address Box F-62, 
HOSPITALS. 


NURSES—registered for operating room 
and general floor duty. Apply—Wooster 


. Community Hospital, Wooster, Ohio. 


SHAY MEDICAL AGENCY 
55 East Washington Street 
Chicago 2, Ill. 
Blanche L. Shay, Director 


ADMINISTRATORS: (a) Southwest. 56 
bed hospital located in smah town close 
to several large cities. $5000. minimum 
to start. (b) Pacific Coast. 50 bed hospital: 
located in agricultuial and _ industrial 
community; progressive with good 
schoois. Adequate housing. $5000-$6000. 
(c) Assistant. Rocky Mountain area. 
Beautiful new hospital. $4800-$6000. (d) 
East. 165 bed hospital; new construction to 
add a modern X-Ray department and new 
pathological ——e in progress. Ex- 
cellent opportunity. resent administra- 
tor retiring. (e) Assistant. West. 300 bed 
hospital located in large es i 2 univer- 
sities located there. Principal duties will 
be in personnel work. (f) Assistant. East. 
500 bed hospital located in city about 
300,000. $5000-$6000. (g) Southwest. 40 bed 
hospital in large city. whem approved. 
Graduate in Hospital Administration not 
required but must have good administra- 
tive experience in small hospitals. 


NURSE ANESTHETISTS: (a) South. 100 
bed hospital, new modern. $400 lus 
maintenance. (b) Northwest. Administra- 
tor-Anesthetist. 20 bed hospital in small 
modern farming community. $400 plus 
maintenance. (c) Middle est. 150 bed 
hospital. 4 in department. $500. (d) Mid- 
dle West. Medium sized hospital in col- 
lege town. $600. (e) Pacific Northwest. 
100 bed_ hospital. $500-maintenance. (f) 
Middle West. 300 bed hospital in large 
city. Fully approved. $500. -(g) South. 
New modern 100 bed hospital; approxi- 
mately 100 major and 200 minor opera- 
tions a month. $450 plus maintenance. (h) 
South. 250 bed hospital, fully approved. 
Department under supervision of an 
anesthesiologist; 4 nurse anesthetists. Sal- 
ary is open and will include full main- 
tenance. 


DIETITIANS: (a) Chief. Middle West. 


120 bed fully approved hospital located 
in a pleasant community of about 20, 
Dietary department well staffed and 
modern in all respects. $6000. (b) Chief. 
Southwest. Large hospital. Good trainin 
in nutrition. otel or restaurant f 
service management would be helpful. 
Cafeteria will seat 225. Operate with all 
packaged food service. 36000 minimum. 
(c) Chief. East. 500 bed hospital. 70 em- 
ployees in department. Manage dietary 
department and supervise teaching pro- 
gram of nursing school. $6000. (d) Assist- 
ant. East. 260 bed general hospital, fully 
approved. Good opportunity for advance- 
ment. $4400. (e) Assistant. East. 180 bed 
hospital. Kitchen entirely new and mod- 
ern in all respects. $4800. 


HOSPITAL PERSONNEL BUREAU 
Charles J. Cotter, Director 
Professional Arts Bidg. 
Hagerstown, Maryland 
(Licensed Employment Agent) 


Many positions available in most locations 
for Administrators; Anesthetists; all Tech- 
nicians and all Nursing positions; Li- 
brarians; Dietitians; Housekeepers; Med- 
ical Secretaries: Pharmacists; Pathologists; 
Physicians; Radiologists; office positions. 
Send resume, 10 snapshots, date available. 


QUALIFIED NURSES 
FOR QUALIFIED POSITIONS 


Placement by the American Nurses’ Asso- 
ciation Professional Counseling & Place- 
ment Service offers you detail references 
on qualified nurses, and results in de- 
creased staff turnover and improved pa- 
tient care. 

Consult your State Nurses Association Of- 


37 South Wabash Avenue 
Chicago 3, Ilinois 
(Tel. STate 2-8883) 


HOSPITAL and DORMITORY BEDS 


with Large, Deep Drawers 


HOSPITAL BED 
No. $1065 


Solid birch construction. 
Width 3’-0”. Length: 
6'-6”. 1%” rubber 
wheel — ball bearing 
casters. Chest is 36” x 
20” u 139". 


Write for Bul. DB-54 


Write for Bul, HB-54 


Solid birch construction 
Width: 3’-0”. Length: 
either or 6’-8". 
3” rubber wheel ball 
bearing casters. Chest - 
is 36” x 20” x 15”. 


DORMITORY BED 
No. 1065 DB 


IF YOU HAVE A 


“HIGH-LOW" BED FICHENLAUB 


Contract Furniture 


REQUIREMENT... . = 
Check with us on the most 


3501 BUTLER ST., PITTSBURGH 1, PA. 
ESTABLISHED 1673 


practical and economical solution. 
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E-9 


TWICE AS MANY 
NEGATIVES IN 


THE SAME SPACE 


FILING SYSTEM 
for 


X-RAY 
NEGATIVES 


Files x-ray negatives—~ 


...in % the space 
»..in the time 
at the expense! 


The potented Facile Guide--Pull 
the desired negetive 


The lightwe dreop-deor 
ond revealing “lecotes” 
ves in the comportment. 


providing faster filing service. 


Write tor Complete Details of this New Negative Filing System! 


VISI-SHELF FILE INC. 


105 CHAMBERS STREET NEW YORK 7, NY. 
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a | PHYSICIAN, MPH, age 39; interested in outstanding contributions not only to his 
- p OSITIONS OPEN coordinating medical care services; de- own hospital but to the hospital field. 
7 sires location as assistant director in ANESTHESIOLOGIST; Diplomate, ht 
established chronic disease program; lo- years, private practice and 
MARY A. JOHNSON ASSOCIATES cates Gnywhere; experience in internal | medical school. 

m cine, pediatrics, epidemiology, reha- 

' AGENCY bilitation and chronic illness in teaching | COMPTROLLER eight years, chief ac- 

institutions and _ state-wide programs. 800 b 

1! West 42 Street New York 36, N.Y. Address Box F-60, HOSPITALS. assistant administratorship. 


DIRECTOR OF NURSING: B5S., B.N., M. 


a: Mary A. Johnson, Ph.D., Director ANESTHETIST, Male R.N., Want private A., degrees; five years, director of nurs- 
aa FINE SCREENING BRINGS BEST RESULTS practice, smaller cit | ger my N.W., Many ing, 200-bed hospital; four years, assistant 
years experience all agents, Intratracheal dean and professor, university 
_ Our careful study of positions and appli- etc Will give good service. Address Box school. 
| fection, “Candidates know that their | Diviomete: TACP:, 
| ANESTHETIST—M.D.—familiar all meth- eral hospital, consultant to several others. 
; quali fy are recommended. Our proven ods anesthesia—7 years experience seeks PERSONNEL DIRECTOR, A.B., consider- 
a method shields both employer and appli- hospital vaila ointment or group association able work toward MBA (Personnel Man- 
i cant from meedians interviews. We do not -—now available. Address Box F-58, HOS- agement); six years’ experience. 
_ advertise specific available positions. Since | P!TALS | RADIOLOGIST; internship and_ three 
= it is our policy to make every effort to ears’ training, radiology, university 
_ select a best candidate for the position LAY ADMINSTRATOR, equivalent M.S. ospital; trained in radioactive isotopes; 
2. -—, the best job for the candidates, we in eee eon? and 15 years experience Diplomate, American Board (Diagnosis 
> pre er to keep our listings strictly con- as Chief Medical X-Ray Technician de- Therapy); in thirties. 
We do in hospital, “Address Box HOSPITALS. 
“2 e do have many teresting openings ospita ress Box 
= for Administrators, Physicians, Anesthe- INTERSTATE | 
a tists, Directors of Nurses, Dietitians, Medi- MEDICAL PERSONNEL BUREAU ‘ 
cal Technicians, Therapists and other | Bulkley Building, Cleveland, Ohio 
o registration fee Che Miss Elsie Dey, Director 
AE | years experience, o hosp 
ZINSER PERSONNEL SERVICE Bure ait At present director, school of nursing, mid- 


western hospital. 
M. BURNEICE LARSON—DIRECTOR ASSISTANT ADMINISTRATOR: B.S. de- 
gree. 5 pone office manager, 400 bed clinic-_ 


a 79 W. Monroe Street 


Av niuvlSTRATOR: FACHA. 12 years ex- 
ei NURSES, TECHNICIANS, DIETITIANS, perience, Ohio and Virginia hospitals. 
— PHYSICIANS, NURSE SUPERINTEND- ADMINISTRATOR: B.S. (Nursing Edu- Available. 
ae? ENTS and INSTRUCTORS—We can help cation); M.P.H. (Hospital Administra- BUS. MANAGER: Large mid-western hos- 

; you secure positions. tion); three years, director of nursing, pital preferred. 5 P an credit manager; at 
a 200-bed hospital before specializing; four present assistant director, 350 bed hospital, 
car years, administrator, small general hos- west. Well recommended. 

ie POSITIONS W A NT ED pital. NURSE SUPERINTENDENT: Excellent 
A. record in directing 50-85 bed general hos- 
! ADMINISTRATOR: Medical degree, pitals, 20 years. Last position—12 years; | 
aes. Harvard; three years’ teaching (medi- new building constructed. 

c HOSPITAL PHARMACIST, BS. MS., cine); two years assistant director, teach- ADMINISTRATOR: M.H.A. mo 2 years 
a three years of practical ex rience seeks ing hospital; fourteen years, adminis- residency, 300 bed bye 4 a tal. 2 years 

osition as chie harmacist. Address Box trator, voluntary eneral hospital, 400 assistant director, 400 hio hospital. 
-61, HOSPITALS. beds; recommende as having made Any location. 


Hospital Needles 


& nameplates in 
bronze, aluminum or plas- | 
tic have been proved the | 
ideal, dignified and most 
effective way to faise 
funds for hospitals. 


Style 6 


Solid cast bronze or aluminum tablet. 
Raised letters in bold relief contrasting By acknowledging contri- 
with stippled oxidized background. butions in this permanent 


manner you encourage NEEDLE CLEANER FEATURES 
THIS ROC ROOM 4 FURNISHED =>] future donors. Why not 


THE KNIGHT HYPODERMIC. 


be pleased by this eco- 


J 


7 | Style P nomical and attractive - @ Are 40 Times Faster Than Hand Methods 
ouble line border. Available. @ Can Clean 2400 Needles per Hour 
7 ‘A FEW OF OUR MANY HOSPITAL ACCOUNTS* © Cut Hospital Labor Costs Sharply 
*Baton Rouge Hospital *Kings Daughters Hospital! 

*Cerebral Palsy Hospital Sinai Hospital © ped Preserve Needles 

*Anderson County Hospital Institute Clean Better Thru Pressure Method 

on reques 


act addresses furn 
“BRONZE TABLET HEADQUARTER Write for literature 


UNITED STATES BRONZE SIGN CO., INC. TECHNICAL EQUIPMENT CORPORATION 


570 Broadway Dept. H New York 12, N. Y. 


7 


| 


2548 West Twenty-ninth Avenue Denver, Colorado 
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Gisele Hypodermic Syringes and Needles 


... and SAVE 


Kisele Hypodermic Syringes 


With either matched or interchangeable barrels and plungers, Eisele 
syringes are precision built to prevent leakage and flow-back. Heat hard- 
ened five times for longer wear and less breakage. 
Luer Lock, Metal or Glass tips are the same price. 
Typical syringe prices: 
2ec matched syringe with repair exchange bY 
2ce matched syringe without repair exchange . 
10% discount on orders of three gross or more. 


Eisele Hypodermic Needles 


Hand-honed, side beveled under a magnifying glass for less tissue trauma, 
Eisele. needles are individually inspected for temper, fit and sharpness. 
A full range of sizes and materials. 

Typical needle prices: 


25 gauge % inch rustless needles 
complete with tube protectors $11.51 per gross 


The Eisele policy of selling direct means better syringes and needles at 
lower cost. 


Complete satisfaction guaranteed—Order the syringes and needles 


you need from— | 
| EISELE and COMPANY 


400 Ist Ave., No., Nashville, Tennessee 


6 per dozen 
7 per dozen 


“we 


2 


Write for full information 


rue HAUSTED 


MANUFACTURING CO. 
MEDINA + OHIO 


able 


»Cfandard 
WHEEL STRETCHERS 


These efficient and time-saving units are ideal for use in 
Receiving, Emergency, OB, Recovery Room or for simple 
transfer of patients. They eliminate the need for additional 
_ costly equipment-——save transfers and make it possible to 
provide the finest of care for patients with a minimum 
of attendants. 


The fir st 
truly elastic 
bandage that 
DOESN'T “‘DIE”’ 
IN THE DRYER 


New TENSOR with 
Heat-Resistant live rubber 
threads won't lose its stretch 
even in the autoclave. 


These bandages can stand 
temperatures up to 280° F. 
with no appreciable loss of 
elasticity. The result: Tensor 
lasts through many more 
trips to the dryer. Costs less 
to use. Shouldn’t you, too, 
specify Tensor next time? 


LENSOR 


ELASTIC BANDAGE 


woven with Heat-Resistant 
live rubber threads 


= BAUER & BLACK a 


Division of The Kendall Co. 
309 W. Jackson Bivd., Chicago 6, Il. 
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1954,|| CHRISTMAS GREETINGS : 
' 


2, 
a 


“within 
mans 


power” 


J 
. 


CHRISTMAS $ GREETINGS 19542195 


Monumental achievements have marked each era of mankind. One such achieve- 


ment within reach of future generations is the conquest of tuberculosis. 

This year is the 50th anniversary of the organized fight against TB in our 
country. In these years the TB death rate has been cut 90%; yet TB strikes 
every five minutes. 

It is within man’s power to eradicate tuberculosis—your purchase of Christmas 
Seals will help to make this possible. 


This year put two Christmas Seals on every card, letter, and package. 


buy Christmas Seals 
This space H OsP ITALS 
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PLEXITRON 


expendable sets 


for 


blood the right set 
for every parenteral 


requirement 


for blood administration 


for solution 
administration 
and plasma aspiration 
¢ | for descriptive folder, merely write Plexitron” . 


on your letterhead, and mail to— 


PLEXITRON EXPENDABLE SETS are efficient and 
easy to use...are steam-sterilized, non-toxic, 
and non-pyrogenic. They are an integral part of 
a complete program pioneered and developed 
by BAXTER LABORATORIES, INC.— a program that offers 
physicians and hospitals the exact solution and 
specific equipment for’ any parenteral requirement. 
No other program is used by so many hospitals. 


products of 


BAXTER LABORATORIES, INC. 


Morton Grove, Illinois « Cleveland, Mississippi 


DISTRIBUTED AND AVAILABLE ONLY IN THE 37 STATES EAST OF THE ROCKIES (except in the city of El Paso, Texas) THROUGH 


AMERICAN HOSPITAL SUPPLY CORPORATION 


SCIENTIFIC PRODUCTS DIVISION GENERAL OFFICES « EVANSTON, ILLINOIS 
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STEER? .ViAt 


SURITAL 


SODIUM 


DAVIS & 


SURITAL sodium 
| ultrashort-acting intravenous anesthetic 


SURITAL sodium (thiamylal sodium, Parke-Davis) is noted for producing smooth 
a. anesthesia with little excitement during induction or recovery. Laryngospasm is infrequent 
a and there is relative freedom from bronchospasm and respiratory or circulatory depression. 


Detailed information on SURITAL sodium is available on request. 


1, Helrich, M.; Papper, E. M., & Rovenstine, E. A.: Anesthesiology 11:33, 1950. 2. » Stephen, C. R., & Martin, R.: North 
Carolina M. J. 12:501, 1951. 3. Phillips, H. S.: Anesth. & Analg. 32:56, 1953. . 


| petrorr. MICHIGAN 


— 
| 
| 
for “...smooth, rapid induction...” 
quiet state of sieep...’” 
pleasant... 
| 


